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ANONYMITY OF CLIENTS AND RESEARCH PARTICIPANTS
Throughout this portfolio, when referring to clients or research participants, all 
personal details, such as names of people, places and other identifiable characteristics 
have either been omitted or altered.
8INTRODUCTION
This portfolio consists of a selection of pieces of work which were carried out as 
course requirements for the PsychD in Psychotherapeutic and Counselling Psychology 
in the period between September 1995 and September 1998. It is divided into three 
dossiers relating to academic work, therapeutic practice and research. The portfolio is, 
therefore, representative of the three main components of the course.
The academic dossier contains essays and reports relating to theoretical concepts and 
also issues in Counselling Psychology. The therapeutic practice dossier is concerned 
with the author’s client work and placement experiences throughout the training. 
Research work is included in the final dossier.
9INTRODUCTION TO THE ACADEMIC DOSSIER
The academic dossier consists of three essays and two reports. The first essay 
discusses definitions and roles of countertransference, the second explores the role of 
the therapeutic alliance in cognitive therapy and the third provides a comparison of 
Psychodynamic and Cognitive-Behavioural approaches to childhood sexual abuse. In 
each case theoretical concepts are discussed and illustrated with case examples.
The first report considers gender issues arising in multi-cultural therapy and issues 
relating to couple therapy are discussed in the second. In both the implications for 
Counselling Psychology are explored and recommendations for practice are proposed.
10
HOW HAS THE TERM COUNTERTRANSFERENCE BEEN DEFINED? USING 
CLINICAL ILLUSTRATIONS, EXPLAIN THE IMPORTANCE OF 
COUNTERTRANSFERENCE IN  UNDERSTANDING WHAT IS  GOING ON IN  
THERAPY
This essay will begin with an attempt to define some different types of 
countertransference and to illustrate these with some clinical examples. It will then go 
on to look at the ways in which views on countertransference have varied throughout 
this century. Following this, an attempt will be made to provide explanations and 
illustrations of ways in which countertransference provides understanding of what is 
going on in therapy. Finally, the issue of the use of countertransference disclosure will 
be addressed.
In simple terms, countertransference usually means the therapist’s feelings and 
reactions towards the client. It is often divided into proactive and reactive 
countertransference. Proactive countertransference is the term used for the feelings, 
issues, fantasies, projections and fears introduced by the therapist (Clarkson, 1994). 
Reactive countertransference, describes those responses of the therapist which 
emanate from the patient and which specifically resemble the intrapsychic object 
relations patterns of the client’s historical and fantasised past (Clarkson, 1994).
An example of proactive countertransference occurred for me recently when I was 
working with a client, Ms P, on bereavement issues. Within the last eighteen months 
Ms P’s father, grandfather and stepfather had died and she expressed a great deal of 
grief and pain in the session. It soon became clear to me, however, that I also was 
experiencing strong feelings of sadness and also anxiety which were independent of Ms 
P’s expression of her pain. I became aware that bereavement issues of my own were 
evoking feelings resulting from past events. I experienced a great deal of grief myself 
when my grandfather died and recently when my father suffered an illness I 
experienced anxiety about the idea of him dying. I was at times experiencing these 
feelings in my sessions with Ms P and a considerable amount of work was necessary in 
supervision and personal therapy in order to resolve these issues to the extent that they
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would increase my emphatic understanding rather than interfere with the therapeutic 
process. These feelings arose from my own issues rather than being evoked by Ms P 
and were, therefore, proactive countertransference.
An example of reactive countertransferece occurred with a client, Ms M, who was very 
dismissive and angry in the sessions. She constantly told me she had been for many 
“fUtile chats” with various therapists and did not see why this therapy should be any 
more effective. I started to feel quite hopeless and at times intimidated by Ms M, 
especially when she became angry and almost aggressive. After some disclosure of my 
countertransferential feelings and some gentle challenges, Ms M eventually burst into 
tears and said she was “always like this” and “frightened everyone off”. It transpired 
that dismissiveness and anger were tools she often used in order to avoid having to 
face up to her problems and to enable her to blame others for them. Ms M was 
repeating this pattern in our sessions. This evoked feelings in me which were, 
therefore, reactive countertransference. In this case, careful disclosure of these 
feelings helped us move on in the therapy to work on the patterns Ms M had been 
constantly repeating.
Reactive countertransference can be divided further into complementary and 
concordant reactive countertransference. In a complementary reactive 
countertransference, the therapist experiences “the complementary response or the 
emotional, cognitive and behavioural responses which would complete or be 
complementary to the real or fantasised projection of the patient’s historical past 
selves, ego states...” (Clarkson, 1994, p91). In a concordant reactive
counterstransference the therapist experiences empathie responses to the client’s 
thoughts and feelings.
My reactions to Ms M were complementary reactive countertransference. I 
experienced concordant reactive countertransference when I experienced strong 
empathie feelings for a client, Ms A, who had undergone several unsuccessful IVF 
treatments and was devastated by her inability to conceive. I experienced great 
sadness and felt almost tearful as she told me of her pain.
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Views on countertransference have varied considerably throughout this century. 
Freud’s (1912) stance on countertransference was that it was little more than a 
hindrance and for him the term referred only to the pathological components of the 
therapist’s response. More than thirty years passed before Freud’s position was 
successfully challenged. Heimann (1950) suggested several revisions of the concept. 
Firstly, she broadened the term to encompass all of the feelings that the therapist 
experiences towards her client and she considered “the analyst’s emotional response to 
his client.... one of the most important tools for his work”. Heimann’s view was that 
the therapist should not communicate the countertransference to the client, however, 
but should only use it as a source of insight into the patient’s conflicts and defenses.
Winnicott (1949) also went beyond the traditional view of countertransference being a 
hindrance and emphasised its therapeutic value. He maintained that it was a useful 
source of information about the client and about the ongoing process of the therapy. 
Winnicott (1949) also pointed out the potential benefit of recognising negative feelings 
towards clients, such as hate, jealousy and intolerance. He advocated occasional 
disclosure of countertransference feelings, but usually only with more seriously 
disturbed clients.
Little (1951, 1957) was one of the first strong advocators of countertransference 
disclosure. She recommended that the therapist’s reactions should be communicated 
to the client and errors in interventions should be admitted. In referring to work with 
seriously disturbed clients, she suggested that paranoid anxiety can only be alleviated in 
a direct way through the client’s experience of the therapist as a human being with 
limitations.
Racker (1953, 1957) regarded the therapist’s countertransference feelings as being 
likely to yield important information about the client. He distinguished between direct 
and indirect countertransference. He described direct countertransference as a reaction 
to the client and indirect countertransference as a response to another person outside 
the therapeutic setting who was of emotional significance. This could be, for example.
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someone whose good opinion the therapist wanted to maintain, such as a supervisor or 
referrer. Racker further divided direct countertransference into concordant and 
complementary identifications in a similar way to that described earlier. Racker was 
cautious about the direct communication of countertransference reactions, but did not 
dismiss it entirely.
The position against countertransference was perhaps most persuasively articulated by 
Reich (1951). She rejected the idea that countertransference can be used in any way to 
understand the client and maintained that it should not be communicated to the client 
under any circumstances. She stated that to use the therapist’s emotional responses 
and countertransference manifestations to understand the client is really a “substitute 
for empathy” and the therapist should remain emotionally detached.
It currently appears that in general, the view that countertransference reactions can be 
useful for understanding the client has gained acceptance but that techniques involving 
the direct communication of countertransference have attracted some criticism (for 
example, Langs, 1978). Most criticisms regarding disclosure are based on the fear that 
the therapist will use the sessions to serve her own needs rather than those of the 
client. Disclosure of the therapist’s feelings to the client would certainly seem to be an 
1 area in which the utmost care should be exerted.
Whether a particular therapist advocates disclosure or not, it is difficult to deny that 
any therapist will experience feelings towards her clients. Analysis of such feelings 
may provide important information about what is going on in the therapy. Firstly, an 
important task is for the therapist to try to decide whether the countertransference is 
reactive or proactive, as the therapist may otherwise blame the client for feelings which 
are emerging from her own issues, or blame herself for having feelings which are 
evoked by the client’s material. Maroda (1991) suggests that if the therapist denies her 
“pathological tendencies”, the client is likely to be blamed if the therapy is not 
successful. Many articles on countertransference suggest that as long as the therapist 
engages in personal therapy, all ongoing issues relating to her personal material and 
those arising for her in client work can be resolved. It would seem very unlikely.
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however, that any amount of personal therapy could eliminate all weaknesses and 
neuroses is an alarming concept for some therapists.
Ignoring the countertransference through the therapist’s defensiveness may lead to 
stalemates and difficulties with empathy in the therapeutic relationship (Maroda, 1991). 
A situation occurred in my work with a client Mr D, where the countertransference 
feelings I was experiencing were uncomfortable. It was easier to ignore them at the 
time and a stalemate occurred as a result. Mr D was originally referred for the therapy 
because of the distress he was experiencing after his wife left him for another man. His 
view of women at the time was very negative and he believed all women were deceitful 
and scheming. After about four months of therapy Mr D started saying he missed 
female company and would like to be in a relationship again. His very negative views 
about women in general were making it difficult for him, however, to believe that he 
would ever be able to trust any female again. For several weeks Mr D talked 
constantly about his views on women and about the kind of woman with whom he 
would like to have a relationship. He was very specific about the qualities he liked and 
I became increasingly uncomfortable and tense in the sessions as I sensed he may have 
been referring to me or at least to his perception of me. I offered interpretations and 
challenges to his negative beliefs about women but nothing seemed to change and we 
seemed to be going over the same ground week after week. It was easier for me to 
pretend to myself that my discomfort was unnecessary as it was probably a coincidence 
that I had many of the characteristics, particularly physical characteristics that he 
described. It was not until I broached the subject of my leaving in July that he told me 
he had become very attached to me and asked me if we could have a relationship once 
we terminated therapy. Once I explained this was not possible, we were then able to 
work through his feelings and he was able to look at them in a positive way as he had 
at least shown himself that he could have positive feelings towards a woman again. If I 
had acted on my countertransference, we could have addressed this issue earlier and 
the stalemate could have been avoided. It is possible that the client may not have been 
able to face the issue at an earlier stage, however, I know that to some extent I was 
rejecting my countertransference feelings in order to avoid my own discomfort rather 
than because I felt he may not have been ready.
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This situation provides an example of the importance of at least considering the 
reactions and feelings which occur in sessions and what they might indicate about what 
is going on in the therapy. In this case a particularly sensitive issue was involved 
relating to the possible intimate or sexual feelings of the client. A great deal of caution 
would need to be exercised in broaching feelings of this kind because of the potential 
for misunderstandings between the therapist and client.
As in the earlier example of Ms M, countertransference feelings can be an indication 
that a pattern in the client’s life is being repeated or that transference is occurring. 
Bird (1972) has suggested that many practitioners choose not to broach transference 
situations, because it is too personally demanding for them and instead they settle for 
long and unresolvable transferences. Negative countertransference reactions can be 
particularly difficult for the therapist to deal with in such situations. Others outside of 
the therapy may experience similar negative reactions to the client. The therapist can 
be angry but not rejecting in response to these feelings which can provide a reparative 
experience for the client. Maroda (1991) gives the example of Ethel, whose behaviour 
was inappropriate and abusive of the therapeutic relationship. She abused every 
medication she was ever given, made constant phone calls to the therapist’s home and 
was very demanding in the sessions. During her time in therapy, Ethel became very 
devoted to a lover for whom she had left her husband, however, she maintained a 
pattern of verbally abusing this lover. She called him at all hours of the day and night 
for him to comfort her and she let him know that she occasionally cheated on him with 
a “one-night stand”. He grew weary of trying to reason with her, particularly when she 
was under the influence of drugs and he eventually ended the relationship. Her lover 
had tolerated Ethel’s bad behaviour and abuse for so many years that she erroneously 
assumed the he would tolerate it forever. She devoted many months to an attempted 
reconciliation but with no success. During this time her behaviour in therapy 
worsened. Maroda also started to become weary, frustrated and angry with her, 
especially as she was going through a difficult period in her own life at the same time. 
After a period of the client being in hospital following an overdose, Maroda informed 
her that she was no longer willing to work with her. Ethel cried and begged her not to
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terminate treatment, saying she was rejecting her just like her lover had. She said her 
mother had abandoned her also. Maroda disclosed her feelings to Ethel and eventually 
they were able to renegotiate a contract with the limitation that Ethel could only leave 
her two phone messages a day and the condition that the therapy would stop if Ethel 
abused drugs again. Maroda continued to see her for another four years. In this 
example, the therapist allowed the transference to emerge and disclosed her 
countertransference feelings for the client’s benefit. The client repeated behaviours 
which had resulted in rejection by her mother and her lover but the therapeutic 
relationship was a restorative one.
In some cases, the therapist’s countertransference feelings towards a client may be 
indications of how people in general, whether significant in the client’s life or not, 
experience the client. An example of this is that if the client’s manner appears to be 
aggressive and the therapist feels intimidated or afraid, it is possible that others have 
similar reactions to the client which may explain why he has difficulty in getting close 
to people.
In such a situation, the therapist’s understanding of what is happening may be 
increased, however, disclosure of such countertransference needs to be handled very 
carefully. Behaviours or characteristics which the client may have been exhibiting for 
many years or which he might be using as a defence can be very sensitive issues. It is 
also possible that the therapist’s countertransference could be proactive, for example, 
if a client was similar in appearance or manner to someone in the therapist’s life of 
whom the therapist had reason to be afraid, it is likely that the presence of the client 
could evoke the same feelings. In that situation it would not seem appropriate to 
broach this with the client.
The decision as to whether countertransference feelings are proactive or reactive is not 
an easy one for the therapist. Searles (1973) points out how difficult it can be to 
identify feelings and their point of origin, since so much non-verbal and unconscious- 
to-unconscious communication takes place as the therapy progresses. Searles says 
“The symbiotic instability of ego boundaries makes it impossible to know whether the
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anger or depression, for instance, which one suddenly experiences, is one’s 'own’, or 
whether one is empathically sensing a feeling of the patient’s ‘own’ against which he 
has successfully defended unconsciously (as by projection). I became aware that I 
was probably experiencing a client, Ms G’s anger towards her husband by means of 
projection. She reported feeling “numb” as she talked about how he used to beat her, 
however, my feelings of anger would grow in the sessions. I felt enormous relief when 
finally it seemed she let down her defences and allowed herself to feel and express 
anger.
Countertransference reactions are by no means always of a negative nature. As in the 
example of Ms A, the client undergoing IVF treatment, strong feelings of empathy and 
warmth can be experienced by the therapist which can aid the depth of understanding 
of the client’s material. It can also be a very reassuring experience for the client to be 
aware of the therapist’s empathie feelings.
It is also possible for the therapist to become fond of a client and in such cases ending 
therapy can be difficult for the therapist as well as the client. I found that I liked Ms P, 
the client who had suffered several bereavements, as a person and towards the end I 
even enjoyed our sessions. Being aware of this helped me see that I was possibly 
unconsciously resisting terminating therapy with her.
As far as disclosure of countertransference is concerned, Maroda (1991) suggests the 
therapist should disclose “whatever is necessary to facilitate the patient’s awareness 
and acceptance of the truth.” It has been pointed out that care should be taken by the 
therapist in making the decision as to whether to disclose feelings or not, as a clumsy, 
inappropriate or mistimed disclosure could be less than therapeutic for the client.
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As regards when to disclose countertransference reactions, Maroda (1991) suggests 
that this should be done when the client requests it, either directly or indirectly. A 
direct request might be a question such as “Are you angry with me?”, whereas an 
indirect request may take place through projective identification, for example, the 
client may constantly criticise the therapist for not being “loving enough”. It is still the 
therapist however, who decides whether material the client is presenting is a request 
for a countertransference disclosure, therefore, it would seem inevitable that errors 
could occur. In the case of the inexperienced therapist it would be sensible to use the 
countertransference feelings as a means of understanding what is going on in the 
therapy before making the decision to disclose.
In conclusion, it would seem that there are a great number of situations and ways in 
which the countertransference reactions of the therapist, both positive and negative can 
be used in order to increase understanding of what is going on in therapy. This view 
has become more commonly accepted during the latter part of this century. 
Countertransferences can be proactive or reactive and can further understanding of the 
therapist’s enquiry as to the kind of countertransference that is being experienced. 
Views on disclosure of countertransference vary and it has been acknowledged that 
this type of intervention must be handled with a great deal of care. Examples have 
been presented, however, of cases in which disclosure of countertransference has been 
therapeutically helpful, as well as examples of situations where analysis of the 
countertransference alone has increased understanding of the therapy.
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WHAT ROLE DOES A N  EFFECTIVE THERAPEUTIC ALLIANCE PLAY IN  
THE USE OF COGNITIVE APPROACHES TO THERAPY?
This essay will begin by considering some traditional views of Cognitive therapy before 
moving on to look at research findings which suggest that the working alliance may 
have a more significant role in the approach than has previously been thought. 
Attention will then be paid to specific reasons why the relationship is important and 
ways in which it can be used to aid conceptualisation and therapeutic progress in 
Cognitive therapy. Case examples will be provided as illustrations of these ideas.
One of the most common criticisms of Cognitive approaches from therapists of other 
disciplines is that insufficient attention is paid to relationship issues in the therapy. 
Traditionally, Cognitive theorists have tended to emphasise the tools and techniques of 
the approach rather than the relationship between therapist and client. Some, such as 
Scott and Dryden (1996), would argue that this is because it was taken for granted that 
a good relationship must be established before therapeutic change can take place. It 
would seem, however, that the technical aspects have tended to be and often are still 
regarded as the effective components of Cognitive therapy.
Beck et al (1979) argued that a good relationship is necessary but not sufficient for 
therapeutic change to take place. This is in contrast to some other approaches which 
regard the therapeutic alliance as being the cornerstone of therapy. Person-Centred 
therapists, for example, would argue that Rogers three conditions of empathy, 
congruence and acceptance are sufficient for therapeutic work. Rogers (1961, p73) 
maintained that “If I can provide a certain type of relationship, the other person will 
discover within himself the capacity to use that relationship for growth and change, 
and personal development will occur.” Most Psychoanalysts would argue that 
countertransference and transference are amongst the most important aspects of 
therapy.
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Despite the prevalence of the “necessary but not sufficient” view of the therapeutic 
alliance in Cognitive therapy, more attention is now being directed towards the value 
of the therapist / client relationship. Research in Cognitive therapy has supported the 
humanistic opinion that the quality of the therapeutic alliance is central to the therapy. 
Some studies have suggested that both technical factors and relationship factors can 
make a positive contribution to therapy (for example. Bums and Nolen-Hoeksema, 
1992; Raue and Goldfiied, 1994; Wright and Davis, 1994). A great deal of research 
(for example, Luborsky et a l, 1983; O’ Malley et a l, 1983; Hill, 1989) has suggested 
that it is the relationship between client and therapist more than any other factor, 
including theoretical orientation, which determines the effectiveness of therapy. Some 
researchers have looked specifically at ways in which the therapeutic relationship itself 
can be used as an active ingredient in therapy, for example, providing an arena where 
the client can experiment with new behaviours, such as expressing anger towards the 
therapist for a client who would normally try to suppress such emotions.
It would seem that the therapeutic alliance is a very important aspect of Cognitive 
therapy due to the nature of the work. Cognitive approaches often involve challenging 
thoughts and beliefs which the client may have held for a long time. If the therapist is 
not perceived by the client as being empathie, respectful and genuine, then attempts by 
the therapist to challenge the client’s distorted thinking could be perceived as 
persecutory or at least insensitive (Moorey, 1990). Even if the therapist stresses that 
the therapy is to be a collaborative effort, as is one of the premises of Cognitive 
therapy, the client may perceive there to be a power differential. This could lead to 
them feeling threatened or intimidated by the therapist if a good working alliance is not 
established. Gilbert (1992) points out that although a therapist may feel as if they are 
far from threatening, this does not necessarily mean that the client will not perceive 
them in this way. Depressed clients may be particularly likely to have this kind of 
perception as they often have a strong sense of powerlessness and inferiority. This 
could potentially lead to a client withdrawing from therapy or becoming compliant 
with the therapist. Gilbert (1992) emphasises the importance of interpersonal skills 
and of paying attention to the setting, for example, by using comfortable chairs and 
avoiding sitting on the opposite side of a desk to the client. It could be argued.
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however, that if there is a effective therapeutic relationship, the setting is of lesser 
importance.
In employing Cognitive techniques, the relationship and consequently the therapy 
could be greatly impaired if the therapist does not take into account factors such as the 
client’s culture, age and sex. It may be very distressing for a client if a therapist tries 
to challenge a view which constitutes part of their cultural belief system. Not adhering 
to such a belief could lead to extreme circumstances, for example, family rejection. An 
issue arose for me while working with a Moslem lady who said she could never 
divorce her abusive husband because of the extent to which divorce is disapproved of 
in her culture. My instinct was to challenge this perception of the situation, however, 
she explained to me that to leave her husband would result in her being rejected by her 
whole family and most of her friends. We looked instead at ways in which she could 
more assertively deal with her husband’s abuse. Generational differences in views 
between the client and therapist such as beliefs associated with gender roles could also 
lead to potential misunderstandings.
Sensitivity would therefore appear to be essential in Cognitive work and it would seem 
very important to ensure that the therapy is collaborative. Beck et al (1985) suggest 
there should be “a team approach to the solution of a patient’s problem”. They suggest 
that the relationship should develop on a reciprocal basis whereby the therapist and 
client work together to agree goals and areas to work on as well as to offer different 
perspectives and possible solutions. Although the therapist is the expert on 
therapeutic techniques, the client is the “expert” on their own problem or difficulties. 
The expertise of both parties can be utilised if the therapist and client work 
collaboratively. Working together and encouraging the client to give feedback on the 
therapy limits the possibility of client resistance and also gives the client a feeling of 
self-efficacy. As Moorey (1990) points out, there may be a need for the therapist to be 
more directive at first until the client learns the principles of cognitive therapy. He 
suggests that during this time, the therapist may need to be particularly empathie in 
order to establish the rapport which will lead to a collaborative relationship. Ideally by
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the end of therapy the client will be doing most of the work with the therapist merely 
facilitating.
Beck et al (1985) also suggest that Cognitive therapy should be an explicit therapy 
whereby the therapist does not form hypotheses which are not revealed to the client. 
Instead any ideas are discussed with the client, the therapist admits mistakes and is 
open to suggestions without colluding with the client. As a result, the therapist is 
likely to appear more human to the client, thus enhancing the “real relationship” 
between them, a concept referred to by Clarkson (1995). In practice it may, however, 
be necessary for the therapist sometimes to exert care in making all hypotheses explicit 
to the client. This could apply when working with someone very vulnerable who may 
be overwhelmed by too many suggestions put forward initially or who may perceive 
certain interpretations about their thinking patterns as criticism. It may be necessary to 
hold back some ideas until trust has built up in the relationship and more risks can be 
taken.
As Safran and Segal (1990) point out, the quality of the therapeutic relationship will 
not remain static over the time during which therapy takes place. It is something 
which is likely to fluctuate, however, this means that the relationship can be actively 
used in the therapy. Wills and Sanders (1997) maintain that the therapeutic 
relationship is an arena in which the client may engage in a variety of schema-driven 
behaviours, and where schema maintenance can be seen in action. The occurrences 
that happen in the therapeutic relationship are indicative of the client’s core beliefs and 
assumptions and live illustrations are provided of the mechanisms by which the client 
confirms these assumptions (Persons, 1989; Beck et al, 1990; Safran and Segal, 1990, 
Wright and Davis, 1994). Persons’ (1989) case formulation approach assumes that the 
way the client behaves and reacts in their relationship with the therapist may be driven 
by their underlying problems. It is therefore similar to the way they behave with others 
outside of the therapeutic situation. A tendency to be late for sessions or to not do 
homework could, for example, be indicative of a number of different schema such as 
schema associated with unrealistically high standards, resulting in problems with being 
generally disorganised, chaotic and unable to get anything done on time. Alternatively,
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arriving late and not doing tasks which might help the client may be related to a fear of 
dependency on the therapist or therapy. Once the therapist has been provided in this 
way with clues about possible underlying mechanisms, they can be tentatively brought 
in to the open in the therapy so that they can be worked on.
The case of a client I saw recently illustrates the above. Mss J had a tendency to be 
late for sessions and sometimes to miss appointments altogether without ringing to 
cancel. She had talked a great deal about her childhood which she described as lonely. 
Her father had left soon after she was bom and she had not seen or heard from him 
since. It seems she had often been left with nannies and childminders who had looked 
after her physical needs well but on the whole were not affectionate towards her. She 
explained how she had only once become attached to one of the nannies, however, she 
had been a Norwegian girl who had only looked after her for a summer before 
returning to pursue her studies in Norway. A friend of the family had once told M ss J 
that she had been “a mistake” as her parents had no longer loved each other at the 
point her mother had become pregnant. M ss J described how she would try to do 
things to please her mother in order to get her attention, such as drawing pictures and 
learning tunes on the piano to play for her. It appears all her efforts had failed as her 
mother had tended to dismiss her achievements and never seemed to have time 
available to spend with her. M ss J said that as a teenager she had used more extreme 
methods in an attempt to get her mother’s attention, for example cutting herself in 
front of her. Again it appears her efforts were in vain as her mother had apparently 
just told her she was “mad.” At the time I started seeing M ss J she had been going out 
with her first boyfriend for several months. She described how “he would do anything 
for her” and said he regularly told her how much he cared for her. She had ended the 
relationship on a number of occasions, but each time she had wanted him back because 
“she missed the attention.” After a while I realised a similar pattern was occurring in 
the therapy. She would come to her sessions on time for a while and would appear to 
be engaging well and then she would turn up late for or miss a number of consecutive 
sessions. This would always be followed by her coming back in a “crisis.” It seemed 
that her experiences in childhood had led her to believe that nobody is dependable and 
therefore it is best to avoid becoming dependent on others. She appeared to have
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developed schema relating to fear of dependence which made her withdraw from both 
her relationship with me and with her boyfriend when she felt she was becoming too 
involved. She seemed to crave the intimacy at the same time as fearing it, however, 
and always returned to try to re-establish the relationships. Having observed this 
pattern occurring in the therapeutic relationship, we were able to discuss it together 
and look at ways of challenging the associated schema. Once we could do this she 
started to come to therapy more consistently and the therapeutic alliance seemed to 
strengthen.
Young (1994) maintains that the therapeutic alliance is influenced by the processes of 
schema maintenance, schema compensation and schema avoidance. In cases where 
schema maintenance is taking place, the client will engage in behaviours which 
perpetuate their beliefs, for example, a client who has dependence schema will become 
very dependent on the therapist. Schema compensation relates to the process of 
behaving in the opposite way to that predicted by the schema, for example, the client 
with dependency schema might discontinue therapy or miss sessions, as in the case of 
Miss J. Schema avoidance concerns the processes by which the client avoids activating 
the schema, for example, a client may laugh when talking about issues which are 
painful to them. I have a client. Miss F, who always laughs and makes jokes about the 
arrangement in her family whereby her father spends alternate weeks with her mother 
and his mistress. Miss F appears to need to depict this situation as funny and 
ridiculous, as to think about the actual implications of what is going on would perhaps 
be too painful.
The concepts of transference and countertransference, which are rarely referred to in 
Cognitive therapy, can in fact be used to aid identification of schema as well as 
therapeutic progress (Wills and Sanders, 1997). In Cogmtive therapy, 
countertransference is viewed as the therapist’s responses to the client, including 
thoughts, schema, emotions, actions and intentions (Layden et al, 1993). 
Countertransference can either be reactive, whereby the therapist’s reactions are 
elicited by the client, or proactive, whereby the therapist’s reactions result from his or 
her own material. In the case of Miss J I  had noticed that each time she returned after 
missing several sessions, I would feel angry and reluctant to carry on seeing her. At
27
the same time she was describing how each time she ended the relationship with her 
boyfriend, he was more reluctant to take her back. It was by observing my own 
feelings in my relationship with this client that I became aware that they were most 
likely reactive countertransference reactions and that similar patterns were occurring 
within and outside of the therapeutic relationship.
It is important, however, that the Cognitive therapist does not automatically assume 
that all the feelings they experience in the therapy result from the client’s schema. In 
some cases the reactions may be proactive countertransference and may result from the 
effect of the therapist’s own schema on the therapeutic relationship. As Wills and 
Sanders (1997) point out, therapists are human and their schema, assumptions and 
experiences lead them to act, feel and react in certain ways in therapy. Any 
conceptualisation of issues in the therapeutic relationship therefore has to take into 
account the therapist as well as the client. Consequently, it is helpful if the therapist is 
aware of any beliefs, schema and assumptions he or she may have which could 
potentially interfere with the therapy. I now realise that when I first started my training 
I was guilty of holding the assumption that ecI must ‘cure’ all the problems a client may 
have.” This led to anxiety for me if they did not appear to be engaging in therapy but I 
could not attribute this to the client’s schema as it resulted from my own material. 
Talking to my supervisor about this issue was invaluable as it enabled me to reflect on 
my own impact on the therapeutic relationship. I realised I was sometimes trying to 
push clients too hard and to challenge their thinking before they were ready.
As mentioned earlier, the therapist and client may have different belief symptoms as a 
result of culture, age, background and experiences. Engaging in personal therapy, as 
well as discussing issues in supervision, may be useful for the therapist in order to 
increase his or her awareness of beliefs, values and assumptions which could affect 
relationships with clients. Regular checking with clients is also important to ensure 
that the difficulties and behaviours the therapist wishes to change in the client are the 
same as those which the client views as problematic.
As in other theoretical approaches, in Cognitive therapy, the relationship with the 
therapist may serve a reparative function. If the client has never been able to rely on
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anyone in the past, as in the case of Miss J, being able to rely on their therapist to keep 
to their contract may provide them with a new and positive experience. If due to 
schema-driven behaviour, the client is in the transference repeating patterns 
reminiscent of a particular past relationship, the therapist may provide a more positive 
ending to the relationship. The therapist may, for example, tolerate the client s anger 
and instead of abandoning the client as someone may have done in the past, the 
therapist may explore the thinking behind the anger.
In conclusion, it would seem that whilst the technical skills and tools of Cognitive 
approaches constitute an important element of this type of therapy, it appears that an 
effective therapeutic alliance plays a vital role. Recent research has suggested 
confirmation of this view. In order for the appropriate therapeutic skills to be used 
effectively, especially those which involve challenging long-standing thinking patterns 
and belief systems, trust and understanding need to be established between the 
therapist and client. As the quality of the alliance will not be a constant entity, patterns 
in this relationship can provide possible clues as to schema which drive the client’s 
behaviour outside of the therapy. Consideration of transference and 
countertransference reactions can be helpful in this process, providing the therapist is 
aware of his or her own beliefs, opinions and assumptions which could impact on the 
therapeutic relationship. Once difficulties have been acknowledged in the relationship 
between the therapist and client, they can work together to challenge distorted thinking 
which may also lead to difficulties in relating to people outside of the therapeutic 
situation. Whilst the importance of an effective therapeutic alliance is acknowledged 
by many disciplines, the collaborative nature of the relationship and the therapist’s 
attempt wherever possible to make hypotheses explicit are particularly characteristic of 
Cognitive work.
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A COMPARISON OF THE PSYCHODYNAMIC AND COGNITIVE- 
BEHAVIOURAL APPROACHES TO THERAPY WITH ADULT SURVIVORS OF 
CHILDHOOD SEXUAL ABUSE
This essay will attempt to provide a brief overview of the Psychodynamic and 
Cognitive Behavioural approaches to therapy with adult survivors of childhood sexual 
abuse. Consideration will be given to the theories, emphases and techniques as well as 
to issues such as those associated with the therapeutic relationship and the therapist’s 
roles. Criticisms will be offered relating to both approaches, comparisons will be made 
between them and implications for the practice of Counselling Psychology will be 
discussed. In order to provide illustrations of points discussed, case examples will be 
presented.
Psychodynamic therapy with adult survivors of childhood sexual abuse is explorative in 
nature. The approach attaches a great deal of importance to the role of the 
unconscious, suggesting that feelings and memories which are too painful to 
acknowledge are likely to be repressed and held in this part of the mind. They are, 
however, still able to distress the client, for example, in the form of disturbed dreams, 
flashbacks, anxiety, and unexplained low moods. One of the main aims of the 
Psychodynamic therapy is usually to integrate repressed early experiences, memories 
and feelings with the current adult self. It is hypothesised that talking about the 
experiences of abuse and re-experiencing associated feelings allows them to return to 
consciousness so they can then be explored and resolved within the safety of the 
therapeutic environment (Sanderson, 1995). This may be a very long process as long­
standing defences may need to be lowered which may lead to acute anxiety for the 
client if the work is not gradual. Some clients may cope better than others with intense 
emotions which may be aroused and sensitivity is necessary on the part of the therapist 
to ensure that the pace of work is appropriate for the individual.
An essential element of Psychodynamic therapy is the therapeutic relationship. A 
strong therapeutic alliance must be established in order that the client will feel 
sufficiently safe with the therapist to let down defences and express painful material.
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Feelings of shame and guilt are often effects of childhood sexual abuse (Tsai and 
Wagner, 1978) and it may be very difficult for clients to express such emotions unless 
a close bond has been established between the therapist and client.
An integral part of Psychodynamic therapy is the use of transference and 
countertransference. Psychodynamic theory asserts that in the relationship with the 
therapist, a client will be likely to repeat patterns associated with significant 
relationships in their early life. The countertransference reactions the therapist 
experiences may provide indications of when this is happening. It is important for the 
therapist to be aware, however, that at other times their feelings may be arising from 
their own material rather than that of the client. In cases where clients have been 
sexually abused, especially if the abuse occurred within a significant relationship in the 
client’s life, this may have implications for the patterns the client exhibits in other 
relationships, including that with the therapist. The implications may be greater if the 
client did not have any other significant caring and supportive relationships at the time 
the abuse occurred. In some cases the abusive relationship may have given rise to 
confusion for the client, for example, if an abusing father appeared to be loving and 
caring most of the time.
I worked with a client last year who had experienced her father as loving and caring, 
however, on her eighth birthday he had told her that he was going to show her how 
much he loved her by “doing something special to her.” It seems he had proceeded to 
penetrate her and the client reported having experienced this as very painful. She 
explained that she had then withdrawn emotionally from her father as she had felt that 
if this was what loving someone involved she did not want to be a part of it. In our 
work together it appeared at first that there was a good rapport between us but as the 
weeks progressed it seemed to me that the client was becoming increasingly withdrawn 
and at times her manner was aggressive. I struggled with this for a number of sessions 
before asking her if perhaps she was afraid of the development of our relationship 
because of my attempts to show care towards her and the potential for the 
development of emotional intimacy. I interpreted that this may relate to her tendency 
to associate caring with abuse following her experiences with her father. She seemed
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to think about this and afterwards she appeared to become more open. Our 
relationship seemed to strengthen and I in fact found myself feeling maternal towards 
her. Having considered my maternal countertransference feelings, it seemed likely that 
I was representing a mother figure in the transference. Apparently she had not been 
close at all to her real mother who she suspected was jealous of her close relationship 
with her father. At the time of the abuse she had therefore not had any support from 
her mother and I wondered if my representing a mother figure in the transference was 
serving a reparative function, whereby I was providing the support and care her real 
mother never provided. As in this case, for some victims of abuse the therapeutic 
relationship may be the first experience they have had of a relationship where 
consistent care is shown to them without any ulterior motive. It may therefore serve as 
the developmentally-needed or reparative relationship referred to by Clarkson (1995).
Although the Psychodynamic therapist is likely to remain non-directive, interpretations 
will probably be made in order to increase the client’s awareness and understanding of 
what may be going on for them. Such interpretations will usually be informed by 
Psychodynamic theory.
Traditionally, explanations of child abuse in Psychodynamic theory have tended to 
refer to situations where a daughter is abused by her father. They have often intimated 
that the victim or her mother may have allowed or even encouraged the abusive 
incestuous relationship. In Freud’s Oedipal complex, the daughter is cast as the 
desiring agent, who wishes her father to become her love object, while the father is 
seen as the passive, innocent object of the daughter’s seduction, (Sanderson, 1995, 
p31). Pincus and Dare (1978) suggest that because of the intensity of family 
relationships, incestuous fantasies are inevitable in every family. They do maintain, 
however, that it is the parents’ responsibility to make sure they are not overtly 
expressed.
The main criticism of traditional Psychodynamic theory with relation to child sexual 
abuse would seem to be the responsibility that is placed on the victim. An 
interpretation offered by the therapist which insinuates such responsibility could
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compound any feelings of guilt or shame the client may have and could give rise to a 
great deal of distress. The client may then feel reluctant to disclose any further details 
to the therapist for fear of being judged.
As a result of the above criticism, many Psychodynamic theorists have tried to 
reformulate the theories, particularly those relating to the Oedipal Complex, so that 
more active participation of the father is acknowledged. Chodrow (1978), for 
example, suggests that the father’s sexual desires play a significant part in the 
Oedipalisation of his daughter. In explaining why it is predominately men that sexually 
abuse children, Herman (1992) emphasises the power and status that men have. Such 
ideas allow for a shift in responsibility from the child to the adult (Sanderson, 1995) 
and lead to much greater empathy on the part of the therapist working with survivors 
of childhood sexual abuse. Miller (1984) greatly supports the more recent 
formulations. She asserts that in cases of incest, the fault is not with the child but 
rather it is the “narcissistic abuse” of the child to gratify the father’s emotional needs, 
with no consideration for the developmental and emotional needs of the child.
A second criticism of Psychodynamic theories of childhood sexual abuse is the 
tendency for such theories to focus exclusively on father / daughter abusive 
relationships and to ignore other relationships in which abuse could occur. Although 
statistically this is the most common situation in which sexual abuse occurs, boys and 
girls are often abused by other relatives as well as people who are not related to them 
at all. A therapist who assumes that sexual abuse always occurs within the context of a 
father / daughter relationship may not appear empathie to someone who has had a 
different experience of abuse.
As in all types of therapy, it would seem important in Psychodynamic therapy with 
clients who were sexually abused as children to take into account individual 
experiences and needs. Interpretations will need to be tailored with these in mind.
Cognitive Behavioural therapy focuses on the effects of distorted thoughts and beliefs 
and the influence they have on feelings and behaviour. Clients who were abused as
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children often have developed negative ideas about themselves and the world in 
general. Common cognitive distortions include overgeneralisation, all-or-nothing 
thinking, magnification, minimisation and disqualifying the positive (Sanderson, 1995).
A client who was abused by a man may, for example, have overgeneralised from this 
experience and may believe that no man can be trusted. A number of writers have 
suggested that distortion in beliefs will lead to similar distortion in feelings and 
behaviour (for example, Jehu, Klassen and Gazan, 1986). Whilst it is acknowledged 
that most experiences of childhood sexual abuse are accompanied by some distress, it 
is proposed that it is the kind of beliefs which the client holds following the experience 
which influence the level of distress and the client’s ability to cope. The aim of the 
therapy is to encourage clients to identify beliefs they hold, to recognise distortions and 
to substitute these with more accurate beliefs (Jehu, Klassen and Gazan, 1986). In 
general. Cognitive Behavioural theorists would seem to place much less emphasis on 
the role of the unconscious than therapists of a Psychodynamic orientation.
Experiences of childhood sexual abuse often lead to a decrease in self-esteem for the 
victim (Jehu, Gazan and Klassen, 1984) as they may have internalised negative 
messages about the self. Victims may, for example, hold the belief that they are 
worthless or dirty because of what has happened to them. Cognitive Behavioural 
techniques can be used to identify and challenge negative beliefs about the self and to 
substitute them with more positive ideas. They can also be used in the reattribution of 
blame whereby beliefs about guilt and responsibility are challenged.
I recently worked with a client who had been sexually abused by her grandfather from 
when she was seven until she was fifteen. She reported having at times experienced 
some pleasurable physical sensations during the abuse and because of this she seemed 
to feel a great deal of guilt. She said that she wondered if she was largely responsible 
for what happened because her abuser may have been able to tell that the experience 
was not always unpleasant for her. In working with her I was considering Tsai and 
Wagner’s (1978) work with survivors of childhood sexual abuse and their finding that 
in many cases, guilt feelings arose particularly strongly in situations where the child 
had experienced sexual pleasure. I encouraged the client to look at her beliefs relating
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to her feeling responsible for the abuse and we looked at possible distortions in her 
thinking. When asked whether it would be permissible for any man to abuse a child 
providing the child did not find the experience unpleasant, she replied that it definitely 
would not as he would be taking advantage of the child. She then applied this to her 
own situation and said that perhaps her grandfather had taken advantage of her. Over 
time she became adept at challenging her own distorted thinking relating to levels of 
responsibility for the abuse. The focus of the sessions then became working through 
her anger towards her grandfather which developed once she stopped blaming herself. 
Although she said she still felt distressed when she thought about the abuse, she 
reported feeling that she could cope with it better and could start to get on with her 
life.
Traditionally, the relationship between therapist and client has not been regarded as a 
very important aspect of Cogmtive Behavioural therapy and more emphasis has been 
placed on the technical skills of the approach. Beck et al (1979) for example, 
suggested that a good relationship is necessary but not sufficient for therapeutic 
change to take place. This was seen to be one of the main differences between 
Cognitive Behavioural and Psychodynamic therapy in which the relationship is seen to 
be of paramount importance. More recently it has been acknowledged, however, that 
the relationship is at least as important as the techniques in Cognitive Behavioural 
therapy. Research (e.g. Luborsky et al, 1983; Hill, 1989) has in fact suggested that it 
is the relationship between client and therapist more than any other factor, including 
theoretical orientation, that determines the effectiveness of therapy. As many of the 
interventions in Cogmtive Behavioural therapy involve challenging thinking patterns 
and beliefs which may be of a very long-standing nature, these could be perceived as 
being very insensitive or even persecutory if a strong therapeutic relationship has not 
been established (Moorey, 1990). This would seem to be particularly necessary when 
a client is working on very sensitive issues such as those relating to childhood sexual
abuse.
One major difference between Cognitive Behavioural and Psychodynamic therapy is 
the extent to which the therapist makes explicit their hypotheses and thoughts about
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what is going on for the client following the abuse. The philosophy of Cognitive 
Behavioural therapy proposes that it should be collaborative and that the therapist 
should be honest and open about what they are thinking with regards to the client. In 
Psychodynamic therapy the therapist may attempt to be a “blank screen” and may not 
disclose their thoughts except in the form of interpretations. In reality, however, there 
may be times when a Cognitive Behavioural therapist holds back from mentioning their 
ideas because it would be distressing for the client to hear them at that time and on 
some occasions a Psychodynamic therapist may feel it is appropriate to disclose more. 
In both types of therapy the client’s individual needs should be taken in to account and 
the extent to which the client still needs to employ their defences with regards to their 
experiences of abuse should be considered before ideas are presented to them. In 
Cognitive Behavioural therapy, the therapist is likely to be more directive than in 
Psychodynamic therapy. The aim, however, is that clients will learn to use the 
Cognitive restructuring techniques for themselves, therefore, as this process develops 
the therapist may not need to be so active.
Although traditionally countertransference and transference are concepts which have 
been associated with Psychodynamic therapy, more recently their potential value in 
Cognitive Behavioural therapy has been acknowledged (e.g. Wills and Sanders, 1997). 
Persons (1989) has suggested that the way a client behaves and reacts in the 
relationship with the therapist may be driven by their underlying problems and may be 
similar to their ways of acting in other relationships. It would therefore follow that 
transference situations and countertransference feelings the therapist has may provide 
some indication of patterns the client shows outside of therapy. They may from this be 
able to look at distorted thinking the client exhibits which may effect their relationships 
both within and outside of the therapeutic situation. In the case of a client who seems 
aggressive in response to the therapist’s attempts to show care, the therapist could 
encourage them to look at possible distorted beliefs, such as an overgeneralisation that 
care is always associated with an ulterior motive.
A criticism of Cognitive Behavioural therapy with survivors of childhood sexual abuse 
is that the effects of Cognitive restructuring may be relatively superficial and deeper
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issues may be left unaddressed. Also, clients who tend to intellectualise their abusive 
experiences as a defence against their painful feelings may continue to do this if 
Cognitive Behavioural techniques are applied exclusively. It may therefore be most 
useful to integrate Cognitive Behavioural techniques with therapy of a more 
exploratory nature.
In conclusion, it would seem that there are a number of significant differences between 
the Psychodynamic and Cognitive Behavioural approaches to therapy with adult 
survivors of childhood sexual abuse. In general, the Psychodynamic therapist is less 
directive and the therapy is more exploratory. The role of the unconscious is 
emphasised and repressed feelings and experiences associated with the abuse are 
thought to cause disturbance. Interpretations which are informed by Psychodynamic 
theory will most likely be made in order to increase the clients awareness of what may 
be going on. Traditional Psychodynamic theories of child sexual abuse have tended to 
centre around the father / daughter relationship and have often attributed blame to the 
victim and victim’s mother. More recent formulations, however, have acknowledged 
the father’s role in the abuse. The Cognitive Behavioural therapist is likely to be more 
active in the therapy, using techniques to encourage the client to identify distorted 
thinking, present challenges to this and to substitute it with more realistic ideas. The 
level of distress following experiences of abuse is thought to be influenced by the 
degree of distortion that is exhibited in the client’s beliefs about what happened. 
Although traditionally the importance of the relationship was stressed more by the 
Psychodynamic approach, more recently Cognitive Behavioural theorists have also 
acknowledged its importance. Practitioners of both types of therapy may use 
situations in the therapeutic relationship to inform them about patterns which the client 
may show in relationships outside of the therapy. The Psychodynamic approach will 
most likely focus more on early relationship patterns and the Cognitive Behavioural 
approach will probably emphasise distorted beliefs which influence the client’s 
relationships. Both approaches acknowledge that the abuse may have led to difficulties 
in forming relationships with others. An aim of Cognitive Behavioural therapy is 
usually collaboration between therapist and client with the therapist making their ideas 
and hypotheses explicit. The Psychodynamic therapist will most likely disclose less.
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There would appear to be advantages and criticisms of both approaches. Cognitive 
Behavioural therapy would seem to provide relief from specific difficulties and 
negative feelings such as guilt and shame, however, the risk is that this will be 
superficial rather than pervasive. Psychodynamic therapy will usually allow issues to 
be explored and worked on in depth, however, this may be a very slow, time- 
consuming process. In order to combine the advantages of different approaches, the 
work of the Counselling Psychologist could be informed by a number of theoretical 
disciplines. This would mean that both Cognitive Behavioural and Psychodynamic 
ideas could be incorporated. This is consistent with the philosophy of Counselling 
Psychology which encourages the integration of different approaches so that the 
therapy is tailored to the needs of the individual client. Consideration of each client’s 
ways of coping would seem especially important when working with issues as sensitive 
as those associated with sexual abuse. Limitations of the setting where the therapy is 
taking place, such as restrictions in the number of sessions which can be offered, may 
also affect the therapist’s choice of approach at a particular time.
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GENDER ISSUES IN  MULTI-CULTURAL THERAPY AND IMPLICATIONS 
FOR THE PRACTICE OF COUNSELLING PSYCHOLOGY
The practice of Counselling Psychology is often likely to involve working with male 
and female clients from a number of different cultural backgrounds. Although there 
have been a variety of definitions concerning the exact meaning of the terms “gender” 
and “culture”, there would seem to be little doubt that it is important to give 
consideration to gender and cultural issues which could arise within the therapy. 
Different traditions, beliefs and stereotypes associated with male and female roles and 
rights exist within different cultures. Such beliefs and ideas may largely affect how 
men and women perceive themselves and how they make decisions in their lives. In 
therapy, if the therapist and client are from different cultural backgrounds or if they 
have different ideologies concerning gender roles, issues may arise which could 
potentially lead to misunderstandings.
Despite the existence of a plethora of literature relating to feminist therapy and 
counselling women, few writings have integrated culture into this work (Hansen and 
Gama, 1996). Culture is often regarded as a series of norms, values, roles, 
expectations, beliefs and attitudes that are shared by people who speak the same 
language and live in the same geographical area (Triandis, Bontempo, Leung and Hui, 
1990). In a great deal of therapeutic literature, the term culture appears to refer to 
race or ethnicity. It would seem that language and geographical location are 
inadequate criteria for the definition of culture. There are a number of populations 
which speak different languages and live in different countries, but which share 
cultural traditions. There are, for example, many similarities between the African 
American and African Brazilian populations.
Acknowledging the complexity of the issue, Pedersen (1991) suggested that the term 
“multiculturalism” should refer to a wide definition of culture which encompasses 
demography, ethnicity, status and affiliation. This definition perhaps runs the risk of 
being too broad, however, as it almost seems to equate cultural differences with 
individual differences (Hansen and Gama 1996). Hofstede (1980) defined culture as
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“the collective mental programming of a people— it has become crystallised in the 
institutions these people have built together; their family structures, educational 
structures, religious organisations, law, literature, settlement patterns, buildings...
Although sex is biologically determined, gender can be regarded as a social 
construction and gender roles are assigned across cultures (Hansen and Gama, 1996). 
Different belief systems, traditions and norms relating to how men and women should 
be are held in different cultures. It seems, therefore, that gender is an important 
dimension of culture. Consequently it is important in the practice of Counselling 
Psychology, not only to be aware of a client’s cultural background but also the belief 
systems attached to their gender within this culture.
Usually more developed countries where there are more women employed and in 
college, have more egalitarian beliefs than less developed countries. The woman s 
movement in the 20* century has led to a much wider choice for women in many 
countries. There are still cultures, however, in which women are circumcised or forced 
to marry against their will (Saadawi, 1982). In some patriarchal cultures, women are 
expected to be submissive to men and daughters have less freedom and are less valued 
than sons (Locke, 1992). For Counselling Psychologists working with clients from 
such cultures, they may find their views on male and female roles differ greatly from 
the Ghent’s. It would, therefore, seem appropriate for the Counselling Psychologist to 
be aware of different traditions in various cultures and in some cases it may be helpful 
to ask the client about their cultural beliefs in order to try to ascertain a broader picture 
of their worldview. Lago and Thompson (1996) suggest that there is a need for 
training courses to devote attention to such issues.
If, for example, the therapist’s views are more in accordance with a more feminist 
perspective than those of the client, the therapist may at times experience irritation or 
anger towards the client. A male client may talk, for instance, about male dominance 
over women or a female client may seem to the therapist to be restricted by her beliefs 
about a woman’s role.
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When I worked in a setting, where there is a large Muslim community, I worked with 
an Asian woman who was very unhappy in her arranged marriage. She believed her 
role was to look after her husband and children and that to have any kind of career 
would be neglectful to them. She also believed that if she divorced her husband she 
would never have a relationship again. She told me that in her community, divorced 
women are frowned upon. As a woman who is pursuing a career and who has choice 
in relationships, I found it frustrating and saddening to work with this client who to me 
appeared to be intelligent and attractive and her opportunities seemed to be very much 
restricted by her cultural beliefs. It seemed very important, however, to exert extreme 
care when considering challenging her deeply accepted views and traditions, so as not 
to cause a breakdown of communication with the client and also because of the 
possible social-psychological implications for her. There may have been implications 
for a client who believes women should not work seeing a female therapist as she may 
have felt, for example, envious or angry that I was working. Towards the end of our 
contract I made a tentative interpretation relating to her seeming to be feeling 
"trapped" by the demands of her culture. She said this was true and then initiated a 
discussion about the differences between our cultures. She in fact said she had found it 
“refreshing" to work with someone who was not from her culture as she said she had 
felt safe in the knowledge that material she told me would not be communicated to 
others in the Moslem community. This illustrated the importance of asking the client 
about her perception of a situation because in this case I had apparently been wrong in 
my assumption that she may have felt uncomfortable working with me. Feedback from 
clients on their experiences of therapy is, therefore, particularly valuable when complex 
multi-cultural issues are in question (Lago and Thompson, 1996).
At around the same time, another female therapist in the same organisation was 
working with a man who was complaining that his wife was too independent and had 
“headstrong” ideas. As a woman, the therapist seemed to be finding herself struggling 
with her feelings of anger towards this man who she perceived as being domineering 
over his wife, while at the same time trying to remain empathie and open to hear his 
concerns. In this case, given the man’s apparent opinion of women, there may have 
been implications of him seeing a female therapist, for whom he may, for example.
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have had less respect for than a male. It is also possible that he may have believed that 
he should not show his emotions or ‘"weaknesses”, particularly to a woman, therefore 
limiting the material he disclosed.
Lago and Thompson (1996) suggest that it is useful for the composition of a 
counselling team to be chosen so that it reflects diverse cultures, races, genders, 
religions and age. This may not always be practical in reality and in some cases it may 
be useful for a client to work with a therapist of the opposite sex or someone from a 
different cultural background. The diversity between the therapist and client may mean 
that between them they are able to provide a much wider range of perspectives on an 
issue than they might otherwise have done. They may also be able to work through any 
prejudices arising in the therapeutic relationship which may reflect those experienced 
outside of the therapy.
Whilst it would seem important for Counselling Psychologists to be aware of how 
cultural traditions, values, attitudes and beliefs are constructed (Hansen and Gama, 
1996), there would seem to be a great risk attached to the therapist believing that a 
client must adhere to them. If, for example, a female client is being physically abused 
or if a male client is abusing a woman, even if the conventions of the culture suggest 
that the women should accept this, it would seem important for the therapist not to 
condone the abuse and to consider the ethical implications carefully. It may be 
necessary in this situation for the therapist to explain her position to the client, 
especially if she feels the need to report the abuse to someone.
As a Counselling Psychologist, it would seem important to be aware of societal 
changes over time and how these changes in themselves may affect male and female 
clients. Male and female clients of different generations may have different beliefs and 
attitudes to others of the same sex and within the same culture. Older generations may 
be more likely to adhere to traditional gender roles or may have less liberal beliefs 
about certain situations.
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Despite the variation in normative beliefs about what women and men “should” be 
like. Berry, Poortingen, Segall and Dansen (1992) claim that there is strong agreement 
across cultures about what women and men “are” like and that this suggests that 
gender stereotyping may be universal. An extensive cross-cultural study into gender 
roles was conducted by Williams and Best (1982). In their adult study, a total of 2,800 
university students from 28 countries marked a 300-item adjective checklist describing 
psychological characteristics of people. Each respondent had to judge, for each 
adjective, whether it was more related to men or women in his or her country. The 
findings suggested that women are more often portrayed as gentle, dependent, weak, 
and lacking in self-confidence whereas men are more often portrayed as independent, 
strong, powerful and confident. A limitation of this study is that the participants were 
presented with the adjectives to be used. The results may have been different if they 
had been asked to think spontaneously of adjectives which describe men and women.
It seems to be the case that beliefs about differences between men and women are 
persistent in literature and across cultures, even though no consistent evidence has 
been found to confirm the differences in the extent to which men and women are 
dominant, compliant, analytically able and competitive (Maccoby and Jacklin, 1974) .
Of interest to Counselling Psychology is the consideration of the potential impact sex 
discrimination or pressure to conform to a gender role stereotype may have on clients. 
One client expressed a great deal of frustration that her husband had placed every 
possible practical obstacle in the path of her returning to employment after the birth of 
her son. When she did return to work, the atmosphere that was created by his tacit 
disapproval appeared to provoke guilt feelings as to her worthiness as a mother. The 
emphasis in the therapy at that time was on how she could assertively articulate her 
needs to her husband and not allow herself to be manipulated by him. We also looked 
at how historically the relationship between males and females was not always one of 
inequality and male domination. Eisler (1988) highlighted periods of equality between 
ancient times and the modem age and even times when women were worshipped as 
goddesses. Lemer (1986) also wrote about the egalitarian characteristics of early 
civilisations.
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Hare-Mustin and Maracek (1990) suggested that too much emphasis has been placed 
on sex differences and the portrayal of stereotypes. Dichotomous thinking of this kind 
may potentially lead to false assumptions being made about clients and their aptness for 
certain pursuits. It would seem important to be aware of both "masculine" and 
“feminine” qualities in clients of both sexes.
It would appear important for Counselling Psychologists to be aware that clients of all 
cultural backgrounds have multiple identities arising from factors such as their 
ethnicity, their gender, disabilities, religion, and different times in their life cycle. 
Therapists can perhaps encourage clients to assess the importance of their multiple 
identities.
In conclusion, it would seem beneficial for Counselling Psychologists to include gender 
as a factor in cross-cultural therapy and when addressing it, to avoid stereotypical 
treatment. An awareness of the history and an understanding of diverse cultures is 
helpful, as is an attitude which is open to the client’s particular beliefs and experiences. 
Understanding his or her own beliefs, attitudes and prejudices is important for the 
therapist so that possible sources of misunderstanding between client and therapist can 
be identified. Dilemmas may be raised for the therapist when cultural traditions 
concerning gender roles seem restricting or unjust, but it is important to be aware of 
the social and psychological implications for the client in challenging these. Where 
traditions are physically abusive, ethical dilemmas may be raised. Counselling 
Psychologists perhaps need to adapt their therapeutic techniques and approaches when 
working with diverse populations resulting in flexibility for each particular client.
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THE PRACTICE OF COUPLE THERAPY IN  COUNSELLING 
PSYCHOLOGY
Couple therapy is offered in a wide range of settings in which Counselling 
Psychologists practice and may encompass work with a diversity of client groups.
In a research study carried out last year (Owen, 1997) which involved interviewing 
women about their experiences of a partner’s sexual infidelity, the participants were 
asked about experiences of therapy they may have had in order to help them deal with 
resulting relationship problems. Five of the ten women interviewed reported that they 
had tried couple therapy with their partners, however, none of the five reported having 
found the experience helpful. The conclusion drawn from this was not that couple 
therapy has no value, as these were the experiences of just five women who gave some 
specific reasons for their dissatisfaction. Rather, a detailed consideration was 
prompted of issues which could affect the usefulness of couple therapy.
This report aims to look firstly at the types of clients who may present for couple 
therapy, secondly at some of the main theoretical approaches to working with couples 
and thirdly at factors which might influence the couple therapist’s choice of approach. 
The intention is then to go on to look specifically at a number of issues which may 
arise for Counselling Psychologists practising couple therapy, before concluding with 
some ideas concerning recommendations.
There are a number of different reasons why a couple may decide to come for therapy. 
They may be experiencing general relationship problems which they are unable to 
define or they might report more specific difficulties such as sexual problems. There 
could be events or situations occurring which are putting strain on the relationship, for 
example, problems with a child, death of a close family member or mental illness in the 
family. The couple may report a problem in the relationship which one or both of the 
partners regard as belonging to or being the fault of one or other of them, such as 
alcohol or drug abuse, infidelity, or physical violence. In some cases the couple may 
regard the relationship as being over and they may be seeking some kind of mediation
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with regards to forming agreements relating to the ending of the relationship, such as 
financial settlements or custodial arrangements if there are children involved.
It is often the case that the two members of the couple partnership show different 
degrees of enthusiasm for attending therapy, have discrepant ideas concerning the 
reasons for their problems and have opposing ideas concerning their goals for therapy. 
In some cases neither party may be keen to engage in therapy. They may, for example, 
have been referred by an outside agency, such as social services, if it suspected that 
their problems might be affecting their children.
As in individual therapy, there are a number of theoretical approaches to couple work 
and three of the main types will be discussed briefly. Space in this report does not 
allow for a detailed discussion of the philosophies and techniques associated with 
different theoretical orientations, therefore, readers interested in this area could refer to 
Schroder (1991).
Humanistic approaches tend to encourage the partners to attend to and increase their 
understanding of their own and each other’s emotional experiences of the relationship. 
The Person-Centred therapist is likely to be relatively non-directive in the sessions, 
using empathie interventions such as reflections and open questions to encourage the 
clients to explore their experiences. The therapist may suggest exercises, however, to 
encourage the clients to listen to each other, for example, by asking each partner to 
talk to the other for ten minutes without the other saying anything. The Gestalt 
therapist may use more active techniques, such as encouraging the couple to role play 
situations or to do exercises where they exaggerate actions which may be relevant to 
their relationship difficulties. If, for example, one of the partners has a tendency to 
become impatient with the other, they could role-play a real situation where this 
occurred, firstly perhaps exaggerating the impatience and then maybe exaggerating 
being more understanding. This could highlight the differences between the two 
patterns of reacting and draw attention to the effect they each have on the couple s 
ability to communicate.
52
The Psychodynamic couple therapist is likely to use an exploitative approach which 
uses interpretation to draw the clients’ attention to unconscious patterns they may 
adopt in the relationship which they may not be aware of. The Psychodynamic 
approach pays attention to the clients’ earlier experiences and in particular earlier 
relationships. The therapist will probably attend to ways the clients re-enact aspects 
from conflictual past relationships in their current relationship. Dicks (1967) suggests 
that the Psychodynamic couple therapist might make an interpretation in order to 
suggest that one partner is reacting to the other in a way which corresponds to a past 
relationship. It may be, for example, that if one partner developed a defensive way of 
reacting in order to cope with parental rejection, they may also respond to their partner 
in this defensive way, even if love is offered. Attention could be drawn to this in the 
therapy. The therapist will most likely try to be aware of defence mechanisms the 
clients have unconsciously developed in order to protect them from experiencing pain. 
Schroder (1991) suggests they may unconsciously collude to protect each other, for 
example, if they both avoid emotional intimacy in the relationship they will decrease 
their chances of getting hurt. Again, interpretations could be made to increase clients’ 
awareness of such patterns, however, it would seem important that any such 
interpretations are made tentatively so as not to alarm the clients. The Psychodynamic 
therapist may often use open questions, reflections and summaries to encourage the 
clients to make their own connections and interpretations, which are likely to have 
greater meaning to them than ideas simply presented by the therapist.
In Cognitive Behavioural couple therapy, the therapist tends to focus on dysfunctional 
or irrational beliefs, thoughts or patterns of thinking the partners may adopt with 
regards to the relationship, as well as the antecedents and consequences of such beliefs 
and thoughts. He or she will aim to encourage the clients to identify such ways of 
thinking, to challenge such thoughts and to replace them with more realistic, adaptive 
thinking styles. An example could be if one partner has a tendency to generalise in a 
situation where the other does something which upsets them. They may conclude from 
this that the other does not care about them at all or that the whole relationship is a 
disaster, rather than being aware that this was just one event in an otherwise stable 
relationship. Another example could be if a partner has very unrealistic or rigid
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preconceived ideas about how the relationship should be and about what it means if 
their expectations are not met.
In Behavioural couple therapy, the therapist may use solution-focused interventions for 
example, looking at behaviours which the partners have identified as desirable in the 
other and encouraging them to carry out these behaviours. They could for example, 
make a contract together in which the partners agree tasks they will do for each other, 
activities they could do together or they could agree on certain situations in which they 
will compromise or be more understanding of the other’s point of view. The contract 
may include how often they have agreed to carry out these behaviours, for example, 
one partner may agree to cook an evening meal for the other once a week if in return 
the other brings him breakfast in bed once a week.
There are a number of factors which could potentially influence the choice of 
theoretical approach the therapist adopts. Firstly, the setting in which the therapy is 
taking place may have an influence as the therapists may be encouraged to work in a 
certain way and specific policies may be in place. Limited resources available may 
mean that there are time limitations on the therapy, meaning that the therapists need to 
make decisions regarding how to use the time available. Schroder (1991) suggests the 
referral route may have an impact on the kind of work that is carried out, for example, 
if the couple is referred by social services there may be particular objectives which 
need to be met in order to avoid the couple’s children being taken into care. A 
problem-solving approach may need to be adopted, for example, in order to reduce 
violence between the couple. Finally, the therapist’s own training, theoretical 
orientation and formulation of what is going on is very likely to influence the approach 
he or she adopts.
As a result of the possible influences described above, there is a risk that the therapist 
could impose a way of working on the clients if sensitivity to their issues is not shown. 
The clients’ expectations of the therapy may in fact be an important factor, as it may be 
clear from the way they present that they have their own ideas about what they would 
like to achieve and what their goals of therapy are. As mentioned earlier, they may
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have different ideas from each other and in this instance a compromise may have to be 
reached. It is also important for the therapist to consider process issues in deciding 
which approach to adopt, for example, if they appear insightful and reflective. 
Psychodynamic interpretations may be beneficial, however, if they seem to respond 
better to solution-focused suggestions, a more Behavioural approach may be of use. 
Again, the needs of both partners need to be taken into account in couple therapy as 
one partner may be more reflective than the other. The use of a number of different 
types of interventions may be helpful in this case until a pattern of working which suits 
both partners is established. In practice, it would often seem appropriate for 
Counselling Psychologists working with couples to integrate aspects from a number of 
different approaches rather than to adhere rigidly to one framework. Whilst it would 
seem advisable to exert caution in complying with every wish expressed by clients, 
consideration of individual needs would seem very important. One of the participants 
in the research referred to earlier (Owen, 1997) expressed dissatisfaction with the 
Person-Centred approach offered to her and her husband. The incorporation of some 
solution-focused interventions could perhaps have been useful for this couple in terms 
of the expectations they had of therapy.
“It was pretty useless really, she sat on one side o f the table and listened to 
everything we said and said absolutely nothing. And when you said, you 
know, we don’t know where to go from here, she would just say Well, Mmm. ’ 
I  was like, I  know you ’re not going to tell me what to do but I ’d  at least like 
some ideas. ”
A great deal of research has been carried out in order to attempt to assess the efficacy 
of different approaches to couple therapy and there have been numerous reviews of 
this literature, for example, Williams and Miller (1981) and Wells and Giannetti (1986). 
The research has pointed to broadly equivalent outcomes for different types of 
therapies, however, there are a number of difficulties associated with making 
comparisons and forming conclusions based on the research. Firstly the types of 
measures used to assess the effectiveness of the therapy vary between studies and may 
differ in their objectivity. Secondly, there are far more studies evaluating Behavioural
55
couple therapy than any other approach, therefore, as Gurman, Kmskem and Pinsof 
(1986) point out, the research probably does not reflect the balance of clinical practice. 
Also, there may be great differences between studies regarding how the therapists 
actually practice certain types of therapy, as two therapists claiming to be of the same 
theoretical orientation may in fact have quite different ways of working. It may be, 
however, that the equivalent outcomes for the different therapy types suggest that it is 
factors which are relevant to all types of couple therapy, such as the therapeutic 
relationship, which lead to change rather than specific techniques.
One of the main difficulties which arises in working with couples is that of the 
triangular constellation, which means that in relating to one partner, the therapist could 
exclude and possibly isolate the other. This could lead to one partner feeling that they 
or the other is being favoured, particularly in situations where the couple had attributed 
blame to one partner in particular. There may be a temptation in this kind of situation, 
for the therapist to focus more on one particular partner. In the study which has 
already been referred to (Owen, 1997), it appeared that a number of participants had 
perceived the therapist as siding with one of the parties. Whether or not this had 
actually happened, the issue was that the clients had perceived it to be the case. One 
said:
"What he didn’t like was they basically told him it was his fault. I  worked out 
what they were saying was "Because o f your jealousy George, and your 
possessiveness, do you not feel that’s what *5 brought on all these problems 
between you and your wife ? ' That was definitely what came over. ”
Reviewing the therapeutic work with the clients and asking them what they feel they 
are achieving from it may lead to such perceptions being brought into the sessions so 
they can then be discussed. It may well be that the therapist finds that they are in fact 
empathising with or liking one of the partners more than the other, which may result in 
them finding it difficult to remain impartial. In such instances the use of supervision is 
particularly important.
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As mentioned earlier, often one partner may be keener to engage in therapy than the 
other and they may have different objectives. This seemed to be the main problem for 
most of the participants in the Owen (1997) study. In a number of cases the women 
seemed to have gone to couple therapy in order to please their partners even though 
they had in fact already made the decision to leave the relationship and for them it was 
too late to try to work on it. One woman said:
“Well I  didn’t want to go because I ’d  already realised I  didn’t love Jack no 
more. I  think i t’s a good place to go i f  you think you can save it but once 
that’s gone what’s the point? I  mean maybe i f  it had been two years ago when 
we ’d  decided to go, then maybe we ’d still be together. The only reason I  went 
was because Jack wanted to, so he couldn’t say I  didn’t try this or I  didn t try 
that. ”
A few participants said it had been too late at the point they went but that had they 
gone earlier in the relationship, the couple therapy could have been useful. This 
perhaps points to the potential benefits of information about couple therapy and what it 
involves being more readily available, for example, in GP surgeries. This could mean 
that people would be able to make an informed choice about the stage at which they 
would like to try it, rather than leaving it to be a last resort. Wider knowledge about 
couple therapy may reduce some of the stigma which some couples may feel is 
attached to seeking professional help for their relationship difficulties.
Schroder (1991) suggests that in couple work, the strongest relationship in the room, 
that is between the couple, is already established. This relationship, however, is 
unknown to the therapist who at first experiences only one aspect of it, which is how 
the couple relate to him or her as a third party. Schroder suggests this may lead to the 
therapist feeling quite disorientated.
Working with a co-therapist may mitigate some of the problems associated with the 
triangular relationship. There will be two perspectives on the situation and also the 
equal balance in numbers of therapists and clients may limit the possibility of one
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partner feeling “left out” or victimised. As Street (1995) points out, however, co­
therapy presents its own problems. Firstly, obviously it is more costly for the setting to 
have two therapists working with one couple and also it may be difficult to find a good 
match between two people who are able to work together in this way. Any difficulties 
in the relationship between the two therapists could lead to tensions which may 
manifest themselves in the therapy. An alternative to co-therapy is the idea of having a 
team observing the couple therapy from behind a screen, however, this solution is very 
costly in terms of resources.
In working with couples the therapist will have to closely monitor his or her own 
values and views on relationships and be careful not to impose these on the client. An 
issue which may often arise is whether to try to save the relationship or look at ways 
the partners can come to terms with its ending. The setting may have specific policies 
on this, for example, a religious counselling service may have a policy whereby clients 
are encouraged to try to stay in and work on the relationship. This was a complaint of 
one of the research participants in the Owen (1997) study. Other settings may permit 
greater flexibility and the therapist may be more able to allow the clients to make the 
decision.
The couple therapist needs to be aware of any cultural or social prejudices or biases 
they have which could interfere with their work with couples (Hester, 1991). This 
could be particularly important when working with clients of a different sexual 
orientation, or with couples from different cultural or social backgrounds. Hester 
(1991) suggests, for example, that western therapists may have a tendency to believe 
that marriages resulting from the free choice of the partners are likely to be better than 
marriages which have been arranged by the couple’s families.
Telford and Farrington (1991) emphasise the importance of therapists also being aware 
of their views and values regarding gender issues. They may find that one or both of 
the partners has different values to them and this may be difficult to accept. A feminist 
therapist may, for example, find it difficult to accept the idea of a women taking a more 
traditional role in a relationship even though the couple may be content with this.
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It would also seem important for the therapist to be aware that the partner of the 
opposite sex may fear that the therapist will identify more with the partner of the same 
sex. As D’ardenne (1991) points out, a similar situation could occur where the two 
partners are from different cultures. There is a risk, for example, of one of them 
feeling inferior if they do not speak the therapist’s language as well as the other.
If issues associated with gender, culture or social prejudices appear to be interfering in 
the therapy it would seem very important for the therapist to discuss these in 
supervision, personal therapy or both. It may also be appropriate to bring such issues 
into the “here and now” in the therapy so that they can be discussed with the clients.
In some settings there may be the opportunity for the clients to have some individual 
sessions with the therapist. This may be particularly useful if they have issues from 
their individual pasts to explore which may be affecting the relationship. If this does 
occur, it would seem important to offer both parties equal numbers of individual 
sessions in order to avoid the clients feeling that one partner is being favoured or 
singled out. In cases where one partner has been seeing the therapist individually 
before they started coming together, there may be a particular risk that the new partner 
will feel that the therapist’s loyalty is to the other party. Reassurance may be helpful in 
this case or the new party could be offered some individual sessions. In cases where 
there is individual as well as couple work, issues may arise regarding information one 
party has disclosed in an individual session, especially if the therapist feels this could 
have a bearing on the couple therapy. One party may, for example, tell the therapist in 
an individual session that they are planning to leave their partner for someone else. In 
such a case it would seem unethical for the therapist to disclose this information to the 
other partner, however, it may be very difficult to continue working with the couple in 
a congruent manner while knowing this. It may be possible to discuss this difficulty 
with the partner who has disclosed the information and to look with him or her at the 
possible consequences of telling the other partner in a joint session.
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Most Counselling Psychology training courses seem to devote only a very small 
proportion of the training time to couple work. This therefore raises the question as to 
whether in fact the newly qualified Counselling Psychologist is adequately equipped to 
work with couples as well as individuals. Although many of the skills and qualities 
developed during the training will be very relevant to working with couples, it would 
appear that a greater focus on some of the issues discussed in this report would more 
adequately prepare trainees for working with partnerships. It would seem important 
for there to be a great deal of supervision available for the Counselling Psychologist 
who is starting to work with couples for the first time, whether this is as a trainee on 
placement or after they have qualified.
In conclusion, it would seem that there are a number of possible recommendations 
which could be relevant to Counselling Psychologists working with couples. Firstly it 
would seem important, to the extent that the setting and therapist’s skills allow, for the 
therapist to show flexibility in working with the clients in terms of therapeutic 
approach and intervention types. In considering the clients’ needs it would seem 
important to consider those of both partners, to be aware that they may be different 
and to compromise where possible. Sensitivity to difficulties which could arise as a 
result of the triangular relationship is necessary and in many cases it may be possible to 
discuss such issues with the clients. Co-therapy may be a useful alternative in some 
settings. It is important for the Counselling Psychologist to be aware of issues and 
prejudices they may have such as those relating to gender, culture, social values and 
ideas about relationships. The use of supervision is particularly crucial with regards to 
these and a wide range of issues. The newly qualified Counselling Psychologist may 
need to be aware of the lack of training and experience they may have had relating 
specifically to couple work and as a result may need to make even greater use of 
supervision. Finally, wider availability of information about couple therapy and what it 
involves may allow clients to make informed choices regarding the stage in their 
relationship when they would like to seek help and also concerning what they would 
like to achieve from the therapy. Whilst it is not proposed that all problems 
encountered in couple therapy can be eliminated, it would seem that an awareness of 
the issues discussed would serve to reduce some of the kinds of difficulties expressed
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by the participants in the research study referred to throughout (Owen, 1997).
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INTRODUCTION TO THE THERAPEUTIC PRACTICE DOSSIER
The therapeutic practice dossier comprises the following: a description of the two 
placements in which all the therapeutic work was carried out, a report which provides 
an overview of the experiences of working in these settings over the three years, a 
summary of four client studies, a discussion of process issues derived from three 
process reports and a brief account of other work carried out on placement.
The client studies and process reports relate to therapeutic work with clients which 
took place in the placements described and the original copies are included in a 
separate appendix. This is kept securely at the University of Surrey and also contains a 
more detailed account of placement work in the form of a logbook. In the material 
reported, in order to maintain client confidentiality, all personal details such as names 
of people, places and occupations have been altered in a way which prevents 
recognition but does not alter the meaning of what is being said.
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DESCRIPTION OF PLACEMENTS
The two placements took place at:
■ an Outpatients Psychology Department (adult mental health).
■ a Student Counselling Service.
The Outpatients Psychology Department (Adult Mental Health)
This placement took place three days a week during the first year of training from 
October 1995 until July 1996. It involved working in a team of Clinical and 
Counselling Psychologists and the therapeutic work carried out was principally 
assessments and individual therapy. Two to three clients were seen each day initially, 
building up to five or six as the placement progressed. The supervision was integrated 
in approach but focused primarily on the Person Centred model with the incorporation 
of some Cognitive-Behavioural techniques.
Clients over the age of eighteen were eligible for therapy in the service and they ranged 
greatly in age. Most had been referred by their GP or Psychiatrist. Following a 
screening assessment which would be carried out by an Assistant Psychologist, they 
were placed on a “priority”, “some priority” or “routine” waiting list. Psychologists 
were instructed to take clients from all three lists depending on availability. Trainees 
initially just worked with clients from the routine list, progressing to those from the 
priority lists as more experience was gained. In the first therapy session a révisable 
contract would be agreed with the client and the length of this would depend on the 
presenting problem and severity. Clients presented with a wide range of problems, for 
example, eating disorders, obsessive-compulsive disorder, depression, bereavement 
and sexual abuse.
The Student Counselling Service
This placement took place two days a week in the second and third years of training 
from September 1996 until August 1998. Individual supervision was provided with an 
emphasis on Psychodynamic models in the second year. External Cognitive- 
Behavioural supervision was obtained in the third year and integrated supervision was
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provided within the setting. Group supervision from an eclectic perspective also took 
place throughout. Assessments, individual client work and group workshops were 
carried out and five or six individual clients were seen in any one day.
The service was open to all undergraduate and postgraduate students at the university. 
Most were self-referred, although in some cases their GP or tutor had recommended 
that they come for therapy. Most clients were aged between 18 and 25 although some 
mature students also presented. There were a wide range of presenting problems, such 
as depression, drug and alcohol abuse, eating disorders, relationship problems, 
difficulties adapting to life transitions and academic anxieties. Clients were seen on a 
short or long term basis depending on their individual needs. There was no waiting list 
for the service.
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OVERVIEW OF THE THREE YEARS PLACEMENT EXPERIENCE
My first year placement took place in an outpatients psychology department (adult 
mental health) and in my second and third years I worked in a student counselling 
service. Although at no time throughout the three years did I conform rigidly to one 
theoretical model, in the first year the emphasis was on the Person Centred approach, 
in the second year the Psychodynamic model and in the third year the Cognitive- 
Behavioural approach. In all cases the client’s individual needs influenced the choice 
of approach whilst also taking into account the emphases required by the course.
In this first year placement I was given the opportunity to assess all the clients I was to 
work with and to make decisions with regard to contract lengths and treatment plans. 
In order to make such decisions it was necessary to become practised at arriving at a 
basic formulation concerning the clients difficulties after one or two sessions. This was 
particularly relevant practice as the focus on the course at that time was on learning 
assessment and formulation skills.
Although for the most part in the first year I adopted a Person Centred approach, such 
interventions seemed insufficient for some of the clients. In working with clients who 
were severely depressed or who were suffering from Obsessive Compulsive Disorder, 
it seemed helpful to integrate some Cognitive-Behavioural techniques, for example, to 
challenge negative thinking associated with depression or to set specific behavioural 
tasks in working with obsessive behaviour. In addition to the use of supervision, it 
was useful to read Hawton, Salkovskis, Kirk and Clark’s (1989) book on Cognitive- 
Behavioural therapy and also that by Trower, Casey and Dryden. (1988). This 
placement, therefore, provided experience of integrating more directive interventions in 
to a Person Centred framework.
Throughout my first year, I worked with clients who presented with a wide range of 
presenting problems. My reading about topics which were relevant to my clients at 
that time was extensive and centred particularly around sexual abuse (for example.
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Sanderson, 1995), bereavement (for example, Parkes, 1986) and fertility problems (for 
example. Read, 1995). Whilst I attempted not to use information gained from such 
reading to make assumptions about clients, I found gaining further knowledge helpful 
in the consideration of possible formulations. Reading perhaps was also a way of 
dealing with my anxiety associated with working with clients so early on in my 
training. At the time of that placement, I was writing a literature review on different 
theoretical approaches to working with clients with eating disorders. This meant that 
while working with such clients, I was able to consider formulations in terms of 
Psychodynamic, Cognitive Behavioural and socio-cultural theories.
The psychology department where I was working in the first year had a very long 
routine waiting list which resulted in clients having to wait on average 18 months after 
their initial assessment before commencing therapy. In many cases clients would be 
angry about the length of time they had waited which meant that such feelings would 
have to be worked through before we could begin to look at their presenting problems. 
Although no specific limit was imposed by the department in terms of the length of 
contracts that could be offered, awareness of the length of the waiting list resulted in 
indirect pressure to keep therapy as short term as possible. This meant that it was 
often helpful to set specific goals with clients prior to starting the therapy and to 
review progress in terms of these goals. I in fact saw some clients for the whole 
duration of the placement and others for much shorter periods. Experience was 
therefore gained of working with clients on short term and long term bases.
Some of the clients also expressed anger that after waiting so long to begin therapy, 
they were going to see a trainee. One older client said that in addition to this, I looked 
young and therefore he wondered whether I had sufficient experience to understand his 
problems. In cases such as these it seemed necessary to explore the client’s concerns. I 
tended to answer any factual questions asked about my training but avoided any 
enquiries of a more personal level, sometimes by exploring why the client wished to 
know the information they had asked for. In avoiding certain questions it seemed 
important to retain my boundaries while not appearing condescending. In all the cases
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referred to above, the client’s concerns regarding my level of expertise appeared to be 
resolved as the therapy progressed.
This placement provided the opportunity to observe a number of professionals at 
work, for example, clinical psychologists, counselling psychologists, and psychiatrists, 
enabling me to make comparisons between different ways of working. I was also able 
to attend peer supervision sessions in the department during which different 
perspectives were offered by the team of psychologists. Such sessions were helpful in 
terms of providing me with new ideas and reassurance. I also attended weekly 
departmental meetings which gave me an insight in to departmental pressures and 
issues within the NHS more generally. This insight was further widened by observing 
other meetings in the drug and alcohol and inpatient units.
For each client there was a requirement in that setting to write to the person who had 
referred them at the beginning and end of therapy. This raised issues of confidentiality 
as it seemed unnecessary for a client’s GP or Psychiatrist to know certain personal 
details about them. This was dealt with by including only the minimal information 
necessary to explain the treatment which was to be or had been offered. In some cases 
clients asked whether letters were going to be written and it often seemed helpful to 
reassure them that certain details would not be included or to discuss the contents of 
letters with them before writing them.
In the second year I started to integrate Psychodynamic concepts into my practice, for 
example, I gave greater consideration to transference and countertransference issues as 
well as to defences clients may be employing as a means of coping with their 
difficulties. Although I considered Psychodynamic theories, such as those of Freud and 
Klein, I was careful not to apply them rigidly in making interpretations. It seemed that 
adhering too strictly to any one theory could result in me being led by the ideas 
associated with this theory rather than by the client’s material.
The nature of the placement was such that it was often necessary to incorporate some 
more directive interventions into the work with some of the clients, for example, when
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looking at study skills during exam time. The periods just before Christmas and at the 
end of the academic year tended to involve more of this kind of work as most of the 
clients would have exams during those times. On a number of occasions it was 
necessary to liase with tutors when it seemed that a client’s performance in their exams 
might be impaired by psychological difficulties they were experiencing. This raised 
similar issues of confidentiality to those confronted when writing to referrers, as a 
client may not want their tutor to know personal details about them. It was necessary 
to discuss with the client which information they would be happy for me to include in a 
letter or to discuss with their tutor and which they did not want revealed. If a tutor 
telephoned to talk about a client before the situation had been discussed with them, it 
was necessary to explain that I could not enter in to any discussion until I had obtained 
the client’s consent. All clients were asked to sign a consent form before any 
communication with academic staff took place.
In the third year, due to the course requirements, although I was working in the same 
setting as the previous year, the emphasis was on the Cognitive-Behavioural approach.
I continued to work with any existing clients in a similar manner to that which I had 
used up Until then, as a sudden change in approach most likely would have been 
confusing for them. With new clients, however, I tended to incorporate more 
Cognitive-Behavioural techniques and to allow the model to influence my practice. 
Some clients were specifically referred to me by other therapists working in the setting, 
in cases where they have thought a client might benefit particularly from Cognitive- 
Behavioural therapy. Clients who had specific phobias or anxieties, such as social 
anxiety, were referred to me on a number of occasions.
The student counselling service had no waiting list and no restrictions were imposed by 
the setting in terms of contract length. I was therefore more likely than in the first year 
to continue seeing clients for support after their initial issues had been resolved. The 
end of the academic year often seemed to place a restriction on the length of therapy, 
however, as many of the students were finishing their course at that time or going 
home for a long vacation period. This often meant that issues associated with ending 
therapy needed to be dealt with at the same time as the client was going through a
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stressful exam period. This concerned me on a number of occasions as it seemed a 
great deal of stress for the client to cope with concurrently. It also sometimes left me 
feeling sad and frustrated that we had not had enough time to have a satisfactory 
ending. The judgement as to whether an ending had been satisfactory was obviously 
subjective, however, and my perception may have been different to that of the client.
The three vacations in the academic year mean that clients in that setting often left the 
university and had breaks from therapy during the vacation periods. Issues around 
coping without therapy often needed to be worked on before these breaks as well as at 
the end of therapy. I also left for a six week period of maternity leave, however, I had 
tended only to carry out assessment sessions or to take on clients for short term work 
prior to going on leave. During the last months of my pregnancy, I thus was provided 
with a great deal of experience of assessing clients and referring them to other 
therapists. In situations where I knew I would be going to refer the client on, it seemed 
important to try to achieve a balance between gaining a substantial amount of 
assessment information but not encouraging them to explore issues in too much depth 
with someone they were not going to be working with again.
Working with students while still pursuing a course myself seemed to have advantages 
and disadvantages. Some clients appeared to feel reassured that I would understand 
their academic pressures more fully as I would be likely to have had similar experiences 
myself. Others suggested that they would rather work with someone “qualified”. 
Again, it seemed important to explore concerns clients might have with regard to my 
qualifications.
As there were a large number of international students at the university where I was 
working, some experience was gained of working cross-culturally. Language 
difficulties were sometimes an issue which was frustrating for myself and the client. It 
seemed necessary in such situations to be particularly concise and clear in any 
interventions I made. In situations where there appeared to be cultural differences, it 
appeared helpful to ask the client to explain certain values or traditions of their culture
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so that I could gain a greater understanding of their perspective and avoid 
misunderstandings.
Before starting this course, I was concerned at how I would adapt to changing my 
theoretical emphasis each year. In practice, it has been helpful to allow each model to 
inform my practice rather than to adhere rigidly to one way of working for a year. It 
has been very helpful for me to consider issues in the therapeutic relationship 
throughout my work in all three years. I have been aware of research which suggests 
that it is the relationship between client and therapist more than any other factor, 
including theoretical orientation, which determines effectiveness of therapy (for 
example, Luborsky, Crits-Cristoph, Alexander, Margolis and Cohen 1983; O’ Malley, 
Suh and Strupp, 1983; Hill, 1989). It was particularly helpful to read Goldfiied’s 
(1994) chapter on “the therapeutic alliance in Cognitive-Behaviour therapy” as the 
consideration of relationship issues has not traditionally been associated with this 
model.
It seems that throughout my three placement years I have started to develop my own 
style of working, whereby I have become more practised at integrating aspects of 
different theoretical approaches. This process seems to have become more natural in 
contrast to occasions in my first year when I may have somewhat mechanically 
introduced a particular intervention following a discussion in supervision. The two 
placements have provided me with experiences of working in two very different 
settings with different contextual issues. Experience has also been gained of working 
with clients presenting with a wide range of problems within the framework of short 
and long term contracts.
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A SUMMARY OF FOUR CLIENT STUDIES 
SUMMARY OF CLIENT STUDY ONE 
Presenting Problems and Current Situation
Mrs A (34) worked as a machine operator in a factory and lived with her boyfriend of 
10 years. She presented for therapy with low moods, anxiety and guilt following the 
deaths of her father, stepfather and grandfather which had all occurred during the 
previous year. She also said that her self-esteem was low, that the other girls at work 
would often bully her and that she was experiencing her boyfriend as emotionally 
unsupportive.
History and Background to the Situation
Mrs A reported that her parents had divorced when she was a baby and she had gone 
to live with her father when she was four. It appears her father was an alcoholic and 
that she had often tried to look after him and stop him from drinking. Mrs A said that 
her family frequently told her that they had not wanted a baby at the time she was 
conceived, that her father had only started to drink after she was bom and that her 
parents had married because her mother had been pregnant with her. She said she had 
always felt guilty about these issues.
She described how her aunt had always compared her unfavourably with her cousins 
and that just before her father died, the same aunt had told her that her father had 
always felt Mrs A was ashamed of him. Mrs A explained that she felt guilty that she 
had never had the chance to tell him that it was only his drinking of which she was 
ashamed. She also reported feeling guilty that despite nursing him as much as she 
could, she had been unable to save her stepfather from his terminal cancer. Her guilt 
associated with her grandfather’s death seemed to relate to the fact that she had always 
had very little communication with him until he was dying, at which time she had got 
to know him better.
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Formulation
It seems that Mrs A was experiencing a great sense of loss following the three 
bereavements she had recently suffered. It would appear possible that the guilt Mrs A 
was experiencing associated with the deaths may have partially been related to the guilt 
she felt in her childhood about her very existence having contributed to her parents’ 
difficulties. It appears that as a child she felt a great deal of responsibility in her 
relationship with her father. It seems this sense of responsibility continued into her 
adult life to the extent that she reproached herself for not having been able to do more 
with regards to the deaths of her elderly relatives. It seems likely that the unfavourable 
comparisons with her cousins and the comments about the consequences of her 
mother’s unplanned pregnancy may have contributed to her low self-esteem. 
Consequently, throughout her life she seems to have felt she must care for others and 
has had no concept of herself as a deserving human being. This appears to have led to 
her acceptance of the bullying and the lack of support in her relationship with her 
boyfriend.
The Therapy
Our contract consisted of thirteen sessions. The forthcoming, reflective and insightful 
manner in which Mrs A presented her difficulties prompted the adoption of a largely 
Person Centred approach. Open questions, reflections and some interpretations were 
used to encourage her to express her feelings associated with the bereavements, to 
explore issues from her past such as her relationship with her father and to make 
connections between her current and childhood feelings of guilt. Some more directive 
interventions were incorporated to encourage her to focus more on her positive 
qualities, to heighten her awareness of her own needs and to look at ways in which she 
could be more assertive in her relationships. A strong working alliance seemed to be 
developed from an early stage and my countertransferential feelings were positive and 
protective towards Mrs A. Although this led to the conveyance of empathy, at times it 
led to me perhaps being slightly dismissive of her focus on her negative qualities.
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Outcome
Mrs A seemed to engage readily in the therapy and throughout the thirteen sessions 
she seemed to start to explore and resolve issues associated with her bereavements, her 
childhood insecurities and her difficulties experienced in past and current relationships. 
Around the eighth session she experienced an emotional outburst involving headaches, 
anger and sobbing after which she reported feeling “a sense of calm.” She suggested 
this may be her grief finally being expressed, however, it may also have partially related 
to the forthcoming ending of therapy as it seemed to be one Mrs A’s first experiences 
of care being shown towards her. At the end of therapy, although she still described 
some feelings of vulnerability, she seemed to have started to value herself more as an 
individual, to blame herself less readily and to be more aware of her own needs.
Background Reading
Golding, C. (1991). Bereavement - A Guide to Coping. Wilts: Crowood Press.
Parkes, C. M. (1986). Bereavement - Studies o f Grief in Adult Life. London: Penguin 
Books.
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SUMMARY OF CLIENT STUDY TWO 
Presenting Problems and Current Situation
Mrs B (38) was living with her husband and ten year old son and was pursuing a 
postgraduate qualification. She described her relationship with her husband as 
superficial due to his unwillingness to talk about his feelings or listen to her if she 
expressed emotion. Mrs B presented with low moods, low self-esteem and a lack of 
motivation to work, interact with others or engage in any other activities. She was very 
overweight and said she ate at regular intervals throughout the day. She described 
feeling constantly weary and said she would often spend much of the day sleeping. She 
explained that she was therefore making little progress with her course.
History and Background to the Situation
Mrs B described her parents as very strict and said they would never tolerate the 
display of emotion. She said that they had later told her that when she was a baby they 
would shut her in a room at the far end of the house if she cried so they would not hear 
her. Mrs B said she had always tried to please her parents by always being on her best 
behaviour and working hard at school. She claimed that consequently she had not had 
any time to make any close friends or to engage in many activities which she enjoyed. 
She said her younger brother had also been brought up in a similar manner.
Mrs B said she had met her husband soon after leaving school and had started an Open 
University degree course once she found out she was pregnant with her son. She 
reported having become increasingly lethargic since the birth and said she had gained 
seven stone in weight.
Formulation
As a child Mrs B lived in an environment in which emotional expression was 
discouraged and it seems likely that she unconsciously chose a husband who helped 
maintain that environment. It would seem to be a pattern with which she felt 
comfortable even though she craved a deeper level of communication. It seems her 
parents’ strict attitude and her resultant tendency to try to please them led to there
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being very little opportunity for her to develop a sense of self with an awareness of her 
own needs and wishes. Consequently, as an adult she seemed to have no idea of what 
she would enjoy or of what was important to her. Her life appeared, therefore, to have 
no meaning which may partly explain her lack of motivation, her tendency to feel 
weary and to withdraw from interactive life by sleeping much of the day. She seemed 
to have deeply repressed her feelings as to experience them might have revealed great 
pain and dissatisfaction with her life.
Mrs B seemed to have an “oral character”, perhaps because of the emotional 
deprivation she experienced in the early stages of her life (see Jacobs, 1985). She 
appeared to be comforting herself with food to fill an emotional void rather than to 
satisfy hunger (Hirschmann and Hunter, 1992). It also seemed that not only had she 
failed to develop her psychological self but she had also buried her physical self under 
all the weight she had gained.
The Therapy
The therapy consisted of an initial révisable contract of six sessions followed by a 
further three sessions. As Mrs B’s early relationships seemed to have had a profound 
influence on her current difficulties and as she seemed to have potential for insight and 
reflection, an approach was adopted which was informed by Psychodynamic theory. 
Open questions, reflections and tentative interpretations were used to encourage her to 
explore issues relating to her relationship with her parents, her dissatisfaction with her 
marriage, her lack of motivation and her concerns about her weight. Some more 
solution-focused interventions were incorporated to look at her diet, her exercise 
levels, realistic goals relating to her course work and also to encourage her to take 
time to explore activities in which she might find enjoyment and meaning.
A pattern emerged in the therapy whereby each week Mrs B would seem very 
defensive for about the first half of the session, however, as the hour progressed she 
would become more open in exploring the issues described above and in expressing her 
associated feelings. Each week she would seem not to have thought about the therapy 
in between sessions and she would often act as if she had no recollection of previously
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discussing an issue. When I tentatively broached this pattern with her in session six, she 
described her ambivalence towards therapy relating to her fear of what she might 
discover about herself if she let her defences down and the actions she might then have 
to take.
Initially our relationship seemed relatively superficial with similarities as to how I 
imagined her relationships with others to be and I found myself perhaps focusing too 
much on her practical rather than emotional difficulties. In the fourth session, however, 
she expressed a great deal of emotion relating to her feeling that she had always tried 
to live her life to please others rather than herself and my interpretations relating this to 
her lack of motivation and withdrawal from reality seemed meaningful to her. I felt 
increased empathy towards her from this session onwards and at times it felt as if I was 
representing a mother figure in the transference as I was trying to offer her the kind of 
unconditional regard she would perhaps have liked to have received from her mother.
Outcome
Mrs B had started to explore issues associated with her past and to make some 
connections with her current difficulties but she said she felt nine sessions was 
sufficient for the present time. She seemed to have gained awareness of the defences 
she had adopted and her need to break these down very gradually so as to avoid acute 
pain. She said she had started to set herself and to achieve some small goals with 
regard to her work, to try to make some changes to her eating and exercise habits, to 
spend less time sleeping and instead to spend more time reading which she had 
discovered she enjoyed. Finally, she said that therapy had been one of her first 
experiences of an emotionally supportive relationship and that despite feeling 
threatened by this intimacy, she had also experienced it as positive.
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SUMMARY OF CLIENT STUDY THREE 
Presenting Problems and Current Situation
Miss C (19), an undergraduate student, presented with anxiety and low moods 
following the break-up of her relationship with her boyfriend which had occurred three 
months before. She described being preoccupied with thoughts about him and reported 
difficulties concentrating on academic work. She explained that she was still living with 
her ex-boyfriend and she described his behaviour towards her as ‘unpredictable , 
sometimes appearing to want to be close to her and at other times ignoring her. Miss C 
claimed that sometimes she would look after him by cooking his meals and helping him 
study but at other times she would be dependent on him and would ask him for hugs 
and attention.
History and Background to the Situation
Miss C reported that throughout her childhood she had had a very close relationship 
with her sister who was near to her in age. She explained that as they had grown older 
her sister had, however, become more independent, had made new friends and had 
seemingly wanted less involvement with her. Miss C described having felt very 
distressed by this and said she had tried to win back her sister’s attention by buying her 
presents and doing things for her. She said that although they would “always be there 
for one another”, they had never regained the closeness they had previously shared.
Miss C described her mother as a very domineering person who had always “fussed 
over” her and she said she often felt “smothered” by her mother’s constant attention. 
She described her father as someone who tended to “keep a low profile” and “hide 
behind his newspaper” to avoid any confrontation.
Miss C said she had met her ex-boyfriend in the first year of her course and that this 
had been her first serious relationship. She maintained that he had persuaded her to 
move in with him and although they had been obliged to sign a rental agreement for 
one year, he had apparently reassured her that they would still be together throughout
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that time. She said he had subsequently ended the relationship a few months later and 
had given her no explanation.
Formulation
It seems that the pain Miss C experienced following the ending of the relationship was 
heightened by the fact that it had seemingly been unexpected following her boyfriend’s 
reassurance. His lack of explanation appeared to have contributed to her anxiety and to 
her persistent hope that they would get back together. The situation of living in the 
same house as him and his behaving in an unpredictable manner seemed to be factors 
which intensified her distress and exacerbated her preoccupation with thoughts about 
him.
It seems it had been very distressing for Miss C when her sister had distanced herself 
from their relationship and even more so when her efforts to win back her sister s 
attention were unsuccessful. It seems possible that to some extent Miss C had replaced 
the closeness she had lost with her sister with her relationship with her boyfriend. 
Therefore her distress was perhaps heightened when for the second time her efforts 
towards reconciliation were being rejected.
It appeared that Miss C had at times tried to look after her boyfriend and to do things 
for her sister in a similar way to how her mother has tried to look after her, suggesting 
she may have internalised some of her mother’s behaviour patterns. At other times it 
appeared Miss C had taken on a more childish, dependent role in her relationship with 
her boyfriend. It did seem, however, that even when she was “mothering” her 
boyfriend, she did this in a desperate, childish kind of way. It would appear likely that 
as a child, with her mother seemingly dominating her and her father “keeping a low 
profile”, nobody gave her the real stability, support and freedom she needed to develop 
a strong sense of self (see Mollon, 1993). Consequently she seemed unable to identify 
and take care of her own needs to an extent that she could set boundaries for herself in 
the relationship with her ex-boyfriend.
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The Therapy
We had agreed an initial révisable contract of twelve sessions and after this we decided 
to work together until she returned home for the latter part of the university vacation. 
As Miss C’s childhood and family patterns seemed to have been influential to a great 
extent and as she appeared to have some potential capacity for insight, an approach 
was adopted which was informed by Psychodynamic theory. Some solution-focused 
interventions were, however, incorporated when looking at her study skills, her 
concentration difficulties and the possibility of her moving out of the house.
Miss C readily explored issues and expressed feelings associated with her difficulties in 
the relationship with her ex-boyfiiend but some prompting reflections and gentle 
interpretations were necessary to encourage her to reflect on the influence her 
relationships with her sister and parents may have had on her current difficulties. At 
times challenges were also used, for example, when she was saying she would be 
content with a friendship with her ex-boyfriend but her actions were suggesting 
something different.
At first it appeared difficult for Miss C to accept that the focus in the sessions was on 
her. She said it was the first time she could talk to someone who did not expect 
anything in return. There appeared to be a good rapport between us, however, she 
resisted any interventions I made which reflected any suggestion that she would never 
get back together with her ex-boyfriend. Occasionally there were times when she 
seemed to be talking in a detached manner, however, I would experience extreme 
sadness which may have meant I was experiencing her feelings through projective 
identification.
Outcome
Miss C left therapy suddenly saying she had found a full time job over her university 
vacation and no longer had time to come to therapy. Whilst this was obviously true to 
some extent, her decision to leave followed a session in which interventions were made 
relating to the idea of her moving out of her ex-boyfriend’s house. Such interventions
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may have been premature as this was perhaps not an option she felt able to consider at 
that stage.
Miss C reported, however, that she had found it very helpful to talk about her 
difficulties with her ex-boyfriend as she had been able to express her feelings openly 
and to reflect on reasons why certain situations were occurring. It seemed that she had 
become increasingly self-reflective throughout the therapy and although reluctant at 
first, she had started link her current relationship difficulties to patterns in her family 
relationships.
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SUMMARY OF CLIENT STUDY FOUR 
Presenting Problems and Current Situation
Miss D (23) was a Spanish woman who was living in a student house with friends 
while pursuing a short postgraduate course. She presented with anxiety associated with 
concerns about her own and her family’s health. She described how when she became 
anxious she would start to shake and would feel hot and dizzy. She explained that 
despite having had numerous medical tests which had confirmed that her health is fine, 
she would assume that any minor symptom she suffered was indicative of a serious 
illness. She said that she would sometimes avoid going out because she would fear that 
she would fall down or start to shake in a public area.
History and Background to the Situation
Miss D described having always had very close relationships with her parents, her older 
sister and her grandparents. She explained that they all lived geographically close to 
each other and they would help each other out whenever necessary. Miss D said she 
had felt guilty when she had realised that she wanted more out of fife than she could 
gain from staying in her home town with her family.
Miss D reported that five years previously her grandmother had died of a sudden 
stroke and shortly after this her father had suffered a heart attack. She described 
having been very shocked and distressed by both these events. She said her mother had 
always tried to protect her and at the time when her father was ill it seems she tended 
to say everything was fine when it was not.
Formulation
It seems possible that as a result of the intense distress and shock she experienced 
following her grandmother’s death and father’s illness. Miss D’s anxieties about health 
issues became generalised. She appeared to have started to catastrophise, whereby she 
would worry that any minor symptom was indicative of something more serious. The 
symptoms she was experiencing as a result of her anxiety such as the shaking and 
dizziness appeared to be resulting in a confirmatory bias, whereby she would regard
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these as confirmation of her ill health. It seems that her mother’s tendency to protect 
her, for example, by playing down her father’s illness, may have led to a tendency for 
her to disbelieve what she was told with regard to health-related issues. This may 
partially explain the pervasiveness of her anxieties despite reassurances from a number 
of medical professionals.
It appears that throughout her life. Miss D was surrounded by a close family and the 
importance of staying together was stressed. It is possible that she may have developed 
the assumption that it was wrong of her to leave her family and therefore she may have 
at some level believed that she deserved something bad to happen to either herself or 
her family.
The Therapy
It was only possible to agree a contract of nine sessions due to the limited time that 
Miss D would be staying in England. Given the short-term nature of the work, it 
seemed most useful to focus on the immediate problem of Miss D’s anxiety associated 
with her health. As negative-thinking patterns such as catastrophisation and 
generalisation appeared to be largely contributing to her anxiety, it seemed most 
appropriate to adopt a Cognitive-Behavioural approach. The model was explained to 
her and she appeared to show enthusiasm towards it.
Specific situations were explored in which she had experienced anxiety and the 
associated negative thoughts were identified, for example, her thought that if she has a 
headache it must be indicative of meningitis. She was encouraged to present challenges 
to these, for example, by looking at the evidence that she has a serious medical 
condition and at other possible explanations for her symptoms. We also started to 
explore possible underlying assumptions she might have had as well as their origins, for 
example, the idea that she perhaps deserved something bad to happen to her because 
she had left her family. Homework exercises were agreed for example going out to 
places which she had been avoiding because of her anxiety and she was encouraged to 
monitor her associated thoughts and feelings.
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There appeared to be a good rapport between us from an early stage and Miss D 
seemed very keen to engage in therapy. The work became increasingly collaborative as 
the therapy progressed and my role became more to support her as she learned to 
apply the Cognitive Behavioural techniques to her own anxieties.
Outcome
Miss D reported that her anxiety associated with health issues had lessened as she felt 
more able to identify the causative thinking patterns and to challenge them effectively. 
She said she was, therefore, no longer avoiding going out as often as she had been 
before. She described still feeling anxious about the health of members of her family, 
particularly her father. This, however, seemed more realistic given his previous illness. 
It seemed that we had perhaps tackled her difficulties on a relatively superficial level 
and that there had been insufficient time to explore their origins. This may mean that 
she may still be vulnerable so we explored possible sources of support available to her 
when she returns home.
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A DISCUSSION OF PROCESS ISSUES
CRITICAL POINTS OR STAGES IN THE THERAPY AND ASSOCIATED 
ISSUES IN THE THERAPEUTIC RELATIONSHIP
In this report, three Process Reports will be referred to in a discussion of process 
issues. The sessions transcribed and discussed in all three were chosen for their 
apparent inclusion or representation of critical points or stages in the therapy with the 
client in question. In each case, the relationship between the client and the therapist 
seemed to play an important role in the unfolding of the critical periods. The context 
of the therapy in my first year was an outpatients psychology department (adult mental 
health) and in my second and third years it was a student counselling service.
The first Process Report provides an account of a session which took place in my first 
year placement with Ms E (38). Although the session reported was only the fourth, it 
appeared to be significant because Ms E seemed to have reached a turning point. She 
began in this session to talk about moving out of her parents’ house where she had 
been living for over a year following the breakdown of her marriage. Ms E had talked 
about how during this time she had regressed to a childlike state whereby she had 
allowed herself to be looked after and influenced by her parents. It seemed she had 
spent the year experiencing constant low moods and thoughts associated with suicidal 
ideation. In the session reported, she said that she was no longer experiencing her 
“deep depression” and that she had stopped thinking about her own death all the time.
It appeared that the turning point occurred at this stage because in the previous 
session, with Ms E’s consent, I had referred her for an emergency appointment with a 
psychiatrist. This was standard practice in work with suicidal clients in the setting 
where the therapy was taking place and this psychiatric appointment had occurred on 
the day before the reported session. Although Ms E talked about having experienced 
dissatisfaction with some aspects of her session with the psychiatrist, she said she had 
been extremely relieved that I had taken her problems so seriously that I was prepared 
to urgently involve other health professionals. She explained that she had desperately
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wanted her problems to be acknowledged in this way as she had felt that most people 
in her life had dismissed them. It seems possible that I may have been unconsciously 
manipulated by the client and perhaps complied with her desire for medical attention. 
Looking at the situation retrospectively with two further years of experience, I can see 
that I could perhaps have avoided this referral by providing her with more indication in 
our sessions that I was hearing her, however, it did seem to lead to a progression in the 
therapy. She described having obtained the attention she had been craving and as a 
result said she felt she could move on.
It seemed that there was in fact a strong reparative element to our relationship as 
throughout Ms E’s life, her experience of expressing feelings and wishes had involved 
her being chastised and encouraged to alter her views in order to please others. She 
had previously told me that because of negative past experiences she would not have 
been able to talk openly to a therapist who had appeared in any way authoritarian. In 
the session in question, I therefore tried to follow the client’s material closely, using 
reflections, open questions and interpretations to encourage her to explore issues and 
make connections with past situations where relevant. Rogers’ core conditions of 
empathy, unconditional positive regard and congruence seemed very important in my 
work with Ms E, especially at this stage as it seemed she was about to start disclosing 
more about herself and to take more risks in the therapy. She in fact did start to 
express emotions which appeared difficult for her, such as shame at having desperately 
wanted medical attention and hatred of her father. As Ms E’s trust in me increased, I 
found that my empathie potential became heightened and in the transcribed session I 
found myself feeling anger towards her parents for discouraging her emotional 
expression.
The second Process Report refers to the sixth session with client Ms F (21) which took 
place in my second year of training. Up until this point, Ms F had talked about how 
important it was to her to be liked and to have a large number of friends. It had 
appeared that she tended to comply with the wishes of others and ignore her own 
needs in order to achieve this goal. It had seemed to me that she was idealising many 
of her relationships and denying any possible negative aspects of them. This seemed to
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be leading to intense disappointment when her expectations were not met in a 
relationship. I was also noticing that I was experiencing increased irritation at the 
extent to which she seemed to be ignoring her own needs in favour of pleasing others.
I had started to wonder if she was also complying with me to some extent and if she 
was perhaps idealising the therapeutic relationship. The session in question seemed to 
represent a critical stage because for the first time it appeared that Ms F started to 
acknowledge that there may be negative as well as positive aspects to some of her 
relationships and also that it may not be possible for her to please others all of the time.
It seemed that by the sixth session, our therapeutic alliance had developed to the extent 
that I felt more confident to challenge Ms F. I challenged her, for example, when she 
complained for some time about how her boyfriend never listens to her and then 
referred to him as “lovely.” I also tentatively suggested that dhficulties in her 
relationship with one of her friends which seemed to her to be very recent may actually 
have been there for some time. Using such challenges seemed very effective. Ms F 
became emotional as she talked about how she had perhaps been ignoring difficulties in 
relationships with other people and had also been ignoring her own needs in these same 
relationships. It seemed important that I remained there for her as she expressed such 
feelings as her expectation appeared to have always been that she will be rejected if she 
expresses what she feels. It may have been that I challenged her a little too much in 
one session in response to my countertransference feelings of irritation and the process 
could perhaps have been less painful for the client if it had been more gradual. In 
general, however, it seemed that there was a beneficial effect in that the client started 
to express her feelings and in subsequent sessions went on to explore her own wishes 
and needs in some depth. The reported session marked a change in her attitude 
towards her boyfriend and the extent to which she allowed him to make decisions for 
them.
Elements of the real relationship (as referred to by Clarkson, 1995) seemed to enhance 
the development of the therapeutic alliance in this session, for example, we were able 
to laugh together when my stomach rumbled at one point.
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The most recent Process Report provided an account of a session which took place 
this year. This was the seventh session with client, Mr G (20). A critical incident 
occurred at the end of this session when Mr G said that it had occurred to him for the 
first time that his anxiety associated with eating in public had first happened at the time 
when his brother was seriously ill. He had previously denied being able to remember 
when this problem had started.
In the sessions prior to this one, I had tended to use Cognitive Behavioural techniques 
to challenge Mr G’s negative thoughts associated with eating in public. On reflection I 
had noticed that I had become increasingly challenging as Mr G became more adept at 
fighting my challenges. It had seemed that we were beginning to go round in circles 
and that I was doing too much of the work instead of the client. I was beginning to 
become frustrated which increased my temptation to challenge. In the session in 
question, I therefore decided to try taking a step back so that I could allow the client 
to explore material for himself. I predominately used reflections and open questions to 
encourage this process and made interpretations to link the material to work we had 
previously done together. Initially the tone of the session seemed superficial and I had 
the familiar feeling of going round in circles. As the time progressed, however, it 
seemed that we both relaxed to a greater extent and that Mr G started to self-disclose 
considerably more than he had before. He went on to talk about some very painful 
experiences which had occurred in his relationship with his brother and emotion was 
increasingly evident in his voice and mannerisms. He looked down and lowered his 
voice, for example, when he talked about feeling jealous of the attention his brother 
received when he was ill. Mr G started to make connections for himself relating to the 
level of influence the relationship with his brother has had on his life. As I relaxed 
more I found I was able to listen to the client more empathically and I found myself 
experiencing anger and sadness as he talked about how his brother had behaved 
towards him. After this session I incorporated Cognitive Behavioural techniques into a 
more exploratory framework so that some consistency was maintained between 
approaches.
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It seemed significant that Mr G appeared to make the most critical connection at the 
end of the session. It seems possible that he may have unconsciously waited until the 
end in order to avoid discussing this painful issue further at that time.
Three examples have been presented of sessions which have been significant in some 
way or which have contained critical incidents. In each case, it seems that the 
development of the therapeutic relationship has been an important predetermining 
factor of such critical incidents. In the first example it was of great importance for the 
client to feel she was being listened to and her problems were being taken seriously. It 
was perhaps the first relationship for her in which she felt that this had occurred. In 
the more recent two cases, an increase in the strength of the therapeutic alliance 
allowed me to take risks by trying different ways of working in the therapy. In 
working with Ms F it was helpful for me to introduce more challenging interventions 
whereas the reverse was true in my work with Mr G. The three cases presented would 
seem to highlight the importance of reflection on individual practice and adaptation to 
each client’s needs.
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A BRIEF ACCOUNT OF OTHER THERAPEUTIC WORK 
Group Workshops
Seven workshops were run on assertiveness and stress management, some jointly with 
another trainee Counselling Psychologist and others on my own. In each case, 
information on the relevant topic was provided to the group and discussions, role 
plays, experiential work and relaxation exercises were incorporated. Each workshop 
was attended by eight to ten clients.
An attempt was made to make the atmosphere of the workshops informal and 
interactive. On most occasions, many of the clients were initially relatively quiet, 
however, they became more animated and forthcoming on returning to the group after 
having broken in to smaller groups for a while, either to discuss issues or to do role- 
plays. Their increased participation seemed to lead to greater creativity with regards to 
action plans relating to issues they had each highlighted.
Presentations
While working in the outpatients psychology department in the first year I gave a 
presentation to the team on “the use of group work in the practice of counselling 
psychology”. At the student counselling service in my second year I presented a paper 
on “non-verbal communication in cross-cultural therapy”.
Seminars and Conferences
In the context of the first year placement, it was possible to attend weekly seminars 
facilitated by guest speakers on a wide range of topics such as “the treatment of eating 
disorders” and “Cognitive-Behavioural therapy for delusions.” While working at the 
student counselling service I attended the Association for Student Counselling annual 
conference.
Participation in Meetings
Participation in weekly departmental and peer review meetings was an integral part of 
working in the outpatients psychology department. This led to a greater understanding
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of issues arising in the service, such as the decision whether to merge with other 
departments, as well as gaining a broader perspective on client work. Opportunities 
were also provided for observing and participating in ward rounds and departmental 
meetings in other departments and settings, such as the psychotherapy department, the 
drug and alcohol unit, the psychiatric ward and a rehabilitation centre. This wider 
experience helped contextualise the work I was doing in the department by allowing 
consideration of its role in the local NHS services.
Weekly meetings also took place at the student counselling service in which 
therapeutic and contextual issues were discussed. Participation in “care group” 
meetings was also encouraged. These were attended by members of staff at the 
university who had a “caring” role for the students, for example, GPs, welfare and 
accommodation officers and departmental tutors. Awareness of issues and difficulties 
likely to be experienced by potential clients was highlighted.
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INTRODUCTION TO THE RESEARCH DOSSIER
The research dossier comprises three pieces of work, a literature review which was 
written in the first year and two pieces of qualitative research which were carried out in 
the subsequent two years.
The first piece of work was a review of literature relating to Psychodynamic and 
Cognitive-Behavioural models of aetiology and treatment of anorexia and bulimia. The 
intention was that this would provide the basis for a research project. The areas which 
the researcher identified as requiring further investigation, such as the relative 
effectiveness of different therapeutic approaches to the treatment of eating disorders 
seemed, however, to be accompanied by too many methodological complications. 
Difficulties would have been experienced in recruiting participants, as treatment plans 
in most settings incorporate a number of different approaches into the work. This 
would lead to problems separating out the efficacy of specific models. Also, to allow 
for follow-up enquiries, such a study would most usefully be carried out over a longer 
period than was available at this time. A new research topic was therefore chosen.
In the second year a qualitative enquiry was carried out into women’s experiences of a 
partner’s infidelity and their resultant decision-making. At the time of choosing a new 
research emphasis, a number of the researcher’s female acquaintances and clients had 
recently discovered their partner’s infidelity. It appeared that they were reacting in very 
different ways in terms of their emotional responses and their decisions regarding the 
future of the relationship. The researcher therefore decided that an investigation of 
women’s individual experiences of this kind would yield varied and interesting findings 
which would be relevant to therapeutic work with such clients. The theoretical 
frameworks chosen related to factors which had appeared salient in conversations with 
the women known to the researcher. In the third year a qualitative enquiry was carried 
out into the experiences of men who had undergone similar experiences so that some 
comparisons could be made.
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The PsychD course requires that the research assignments be submitted in the form of 
journal articles. The notes for contributors to the chosen journals are included in the 
appendices of the reports, although in order for these projects to be included in this 
portfolio, some formatting changes were necessitated.
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COUNSELLING PSYCHOLOGY AND EATING DISORDERS: A REVIEW  OF 
PSYCHODYNAMIC AND COGNITIVE-BEHAVIOURAL MODELS OF 
AETIOLOGY AND TREATMENT OF ANOREXIA AND BULIMIA
Abstract
Objective: This paper aims to provide a review of Psychodynamic and Cognitive- 
Behavioural models of aetiology and treatment of anorexia in a Counselling 
Psychology context. Method: PsychXit. and the Internet were searched in order to 
select relevant articles for discussion. Results: Psychodynamic approaches focus on 
early experiences and object relations patterns and treatment explores the relationship 
between these factors and current symptoms and behaviour. Cognitive-Behavioural 
approaches concentrate on the influence of maladaptive attitudes and beliefs towards 
food and eating on symptomatology. Discussion: An integrated approach was 
recommended, combining Psychodynamic and Cognitive-Behavioural models. More 
research is necessary relating to the efficacy of individual theoretical approaches.
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Although for centuries there have been reports of women who have starved themselves 
(see Bell, 1985; Brumberg, 1988) and of those who have exhibited characteristics of 
bulimia (see Ziolko, 1985), many authors have described a vast increase in the 
prevalence of eating disorders over the last three decades (see Russell, 1985 and 
Gordon, 1990 for reviews). As a result of this rise in occurrence, the need for 
Counselling Psychologists to gain awareness of issues relating to the development and 
treatment of eating disorders would seem to be exemplified due to the greater number 
of clients who are likely to present with related problems. The widely expansive nature 
of the literature relating to theories of and therapy for eating disorders has necessitated 
selectivity in the material to be discussed in this article. The aim, therefore, is to review 
Psychodynamic and Cognitive-Behavioural models of aetiology and treatment of 
anorexia nervosa and bulimia nervosa.
The decision to include both anorexia and bulimia in the discussion resulted from an 
awareness of the overlap between the two disorders. The length of the article does not 
allow the inclusion of literature relating to obesity as this would involve the discussion 
of another whole range of issues. The interested reader can, however, refer to writings 
such as Bresler (1988). The Psychodynamic and Cognitive-Behavioural models have 
been selected as they are two of the most widely discussed in the literature. Also these 
two approaches are contrasting in nature, but as will be discussed, there would appear 
to be great potential for them to complement each other in the understanding and 
treatment of eating disorders.
Both anorexia and bulimia involve an intense preoccupation with shape and weight to 
the extent that self-worth is judged almost entirely on associated factors. A number of 
descriptions have been proposed, for example, eeweight phobia” (Crisp, 1967), a 
morbid fear of fatness” (Russell, 1970) and tethe relentless pursuit of thinness” (Bruch, 
1974). Anorexia is typically characterised by starvation and rigorous restriction of food 
intake which in many cases results in extreme weight loss. Bulimia is distinguished by 
binge / purge cycles which involve consuming large quantities of food and then 
eliminating this by means such as self-induced vomiting or laxative abuse. Visible
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weight loss is less likely to be observed. More extensive diagnostic criteria for anorexia 
and bulimia are presented in DSM-IV (1994).
Anorexia and bulimia are by no means mutually exclusive as many clients with eating 
disorders exhibit symptoms of both (Garfinkel and Gamer, 1982) or move from one to 
the other over time (Vandereycken and Pierloot, 1983). Boskind-Lodahl (1976) in fact 
uses the term ccbulimarexic” in referring to such clients.
The onset of an eating disorder has been reported to most often occur in mid to late 
adolescence (Crisp, Bums and Bhat, 1986; Szmukler, McCance, McCrone and Hunter, 
1986). Many authors have suggested that anorexia (Crisp, Hsu, Harding and 
Hartshorn, 1980; Garfinkel and Gamer, 1982) and bulimia (Johnson, Stuckey and 
Lewis, 1982; Fairbum and Cooper, 1984) are more likely to occur in families of higher 
socio-economic status. In their review of studies addressing this issue, Gard and 
Freeman (1995) concluded, however, that their had been methodological problems 
with most of the earlier studies and many of those carried out more recently either 
failed to show the relationship between eating disorders and high socio-economic 
status (for example, Dolan, Evans and Lacey, 1989; Rastam and Gilberg, 1991) or 
suggested the reverse to be true (Lee, 1991).
Prevalence of eating disorders has been reported to be considerably higher in women 
than men (Bruch, 1973; Striegel-Moore, Silberstein and Rodin, 1986). This bias may, 
however, partially relate to the tendency of many men not to seek help and also for 
their symptoms to be less likely to be diagnosed as being indicative of an eating 
disorder. There is now a growing awareness of eating disorders in men (Carlat and 
Camargo, 1991), however, the gender ratio still maintains its direction.
A great deal of literature has suggested that many women who do not have eating 
disorders overestimate and are concerned about their weight (Pyle, Halvorson, 
Neuman and Mitchell, 1986; Slade and Brodie, 1994). Rodin, Silberstein and Striegel- 
Moore (1985) used the term “normative discontent” to refer to this widespread
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concern with weight. They suggested that all women he on a continuum with those 
who are not at all concerned about weight at one end, those who have an eating 
disorder at the other and those experiencing normative discontent in the middle. 
Although attractiveness is associated with self-acceptance in both sexes, in comparison 
to men, women are much more likely to express dissatisfaction with their weight and 
to attach greater importance to physical appearance (Noles, Cash and Winstead, 1985; 
Jackson, Sullivan and Hymes, 1987).
One reason that has been proposed for the increase in prevalence of eating disorders 
and widespread concern about weight for women is that the feminine beauty ideal has 
increasingly been associated with thinness in western cultures (Brumberg, 1980; 
Gamer, Garfinkel, Schwartz and Thompson, 1980; Boskind-White and White, 1983; 
Wooley and Keamey-Cook, 1986). The equivalent ideal for men relates to healthier 
characteristics such as muscularity and an appearance of physical fitness The media has 
glamorised thinness in women, slender female celebrities and models are presented as 
conveying perfection and a wealth of different diets, beauty products and treatments 
are promoted (Rodin, Striegel-Moore and Silberstein, 1990; Mahowald, 1992). 
Obesity has come to be regarded as a negative feature leading to discrimination in 
educational and vocational settings (Larkin and Pines, 1979).
Concern with appearance and the importance of attempts to achieve the culturally- 
defined ideal have for centuries been considered significant aspects of the female sex 
role stereotype (Brownmiller, 1984; Rodin, Silberstein and Striegel-Moore, 1984). For 
women, making no effort to improve appearance is seen as being synonymous with 
self-neglect and adhering to gender role stereotypes is regarded as being a sign of 
healthy maturation (Mahowald, 1992). It has been proposed that the reason why the 
onset of eating disorders often occur occurs during adolescence is because discontent 
with body image is particularly intense at that time (Davies and Fumham, 1986). 
Adolescence is a period which brings many challenges and raises questions relating to 
identity, as the young person is expected to make choices and form relationships. At 
this time the cultural ideal of appearance is strived for as it is associated with the 
promise of acceptance and popularity. It is during puberty, however, that girls often
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naturally put on weight and become more curvaceous, whereas for boys the 
development of their bodies brings them closer to the masculine ideal.
It has been suggested that feminism is partly to blame for the increased occurrence of 
eating disorders (for example, Bruch, 1978). Although there are now wider choices for 
women, many feel this has resulted in there being many more roles which they feel they 
ought to fulfil, such as those of mother, wife and career woman. Also one aspect of the 
female stereotype on which feminism has had little effect is that relating to the ideal of 
thinness for women (Rodin, Striegel-Moore and Silberstein, 1990), therefore, the 
pressure remains to attain this image. Gordon (1990) described the idea of the 
"superwoman", that is the woman who has everything including physical 
attractiveness, a career and a family. If society has come to expect such a diversity of 
roles to be fulfilled by women then the inevitable result would seem to be pressure and 
conflict for the female population.
Although it is clear that cultural expectations regarding weight and female roles may 
have contributed to increased widespread body-image dissatisfaction in women, as all 
women are exposed to such attitudes, this does not explain why some women develop 
eating disorders whereas others remain only concerned about their weight (Bresler, 
1988). Psychodynamic and Cognitive-Behavioural models offer further theories about 
how eating disorders are developed and maintained as well as providing some ideas 
with regards to their treatment.
Psychodynamic Models
One of the earliest and most enduring Psychodynamic models regarded symptoms 
experienced as symbolising trauma, for example, memories and feelings associated 
with a painful event, were thought to be disconnected from it and displaced on to 
another situation (see Dare and Crowther, 1995). The emotions associated with a 
sexual trauma or a bereavement, for example, may be too painful to face up to and may 
instead be unconsciously transferred on to something apparently benign such as food 
and weight. The food-intake restriction may, therefore, be a means of expressing the
102
unacceptable or difficult feelings and conflicts or a way of achieving a sense of control 
over them.
Many authors such as Wulfif (1945) and Bartky (1988) suggested that the suppression 
of the body’s requirement for food may represent the prevention of or a fight against 
emerging sexuality and femininity. A traumatic experience of sexual abuse or an 
unpleasant first sexual experience (Beaumont, Abraham and Simson, 1981) may 
provoke such a rejection of sexuality. A popular theory concerning the aetiology of 
anorexia has been that the fear of gaining weight may represent a fear of pregnancy 
and therefore starvation is a defence against oral impregnation (Waller, Kaufinan and 
Deutsch, 1940). Physical bodily changes such as a decrease in breast size, loss of sex- 
drive and amenhorrhea (the cessation of menstruation) have been suggested by some 
(for example. Waller, Kaufman and Deutsch, 1940) to confirm that anorexia is a 
rejection of femininity and sexuality. Medical evidence has, however, shown that 
similar symptoms are observed in women with very low body weight who are not 
suffering from anorexia. This suggests, therefore, that it is the low weight which leads 
to the hormonal changes which are causative of symptoms such as amenhorrhea 
(Boyar, Katz, Finkelstein, Kapen, Weitzman and Heilman, 1974).
Boskind-Lodahl (1976) criticised theories relating to rejection of femininity and fear of 
oral impregnation, suggesting that the symptoms of the women she interviewed did not 
reflect either of these concepts. Instead she maintained that rather than rejecting 
femininity, they were in fact experiencing an exaggerated desire to achieve it and to 
please men. She agreed that they feared sex, however, not because of a dread of 
impregnation but rather because of a fear of being rejected in sex as a result of not 
being good enough to please a man. Whilst her criticisms and alternative suggestions 
may be of value, it is of note that the women she interviewed were suffering from 
bulimic symptoms and the theories relating to rejection of femininity are more easily 
applied to anorexia than bulimia. Gordon (1990) maintains that bulimics identify 
strongly with feminine roles and that in contrast to anorexics who are sexually 
avoidant, they have an active sexual history. Swift and Letven (1984) have claimed 
that most bulimics have experienced emotional deprivation at some time in their lives.
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such as a bereavement or parental conflict. Rather than using starvation as a means of 
controlling painful feelings, however, they use food to fill the void. The feelings are 
hidden and are released in binge / purge episodes (Gordon, 1990).
Much of the early literature regarded eating disorders as being symptomatic of 
developmental stages. It was believed that the unconscious mind holds material which 
is full of sexual energy and that the preconscious and conscious mind manages these 
energies in ways which are acceptable to society. Each different stage was thought to 
be characterised by specific drive energies (see Dare and Crowther, 1995). 
Characteristics of anorexia can be seen to relate to different stages, for example, 
preoccupation with food may be associated with the oral stage and personal rigidity 
and control may relate to the anal stage.
Freud proposed that after anality there would follow a focus on genitalia resulting from 
the child’s realisation at this stage of the physical differences between the genders. 
Anorexia was seen as a rejection of femininity in an attempt to achieve an idealised 
male form, resulting from envy of the male’s penis. This would not, however, account 
for the development of bulimia in which the body usually maintains its feminine 
appearance and it would seem to be a very limited and controversial idea, especially 
when considered from a feminist point of view. Comparison of males and females from 
a feminist perspective may result in the female’s realisation that she is socially 
oppressed and devalued compared to men rather than the conclusion that her body 
form is inadequate. The anorexic’s starvation leading to denial of a feminine body may 
be a statement against this oppression. Mahowald has suggested that anorexia is a 
“rebellion against patriarchy through rejection of one’s own sexuality” (Mahowald, 
1992, p246).
If considered literally, the developmental stage theory relating to drive energies would 
seem limited in its application to the treatment of eating disorders as an interpretation 
offered to a client relating to such concepts may seem absurd and incomprehensible to 
her. Recognition of the difficulties of such earlier models has led to the development 
of more modem Psychodynamic theories.
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A more contemporary Psychodynamic model of eating disorders is the object relations 
theory (for example, Mahler, 1968; Sugarman and Kurash, 1981) which emphasises 
the way in which the self relates to significant others. Bruch (1973) suggests that 
Psychodynamic theories now concentrate on parent - child relationships from the 
beginning.
Gordon has suggested that clients with eating disorders have often grown up in 
families where achievement is emphasised and there have been a lack of “opportunities 
for self-initiated behaviour” (Gordon, 1990, p53) and “child-initiated cues” have not 
been responded to in a confirmatory manner (Bruch, 1978). Living in a family which 
imposes high expectations and constantly attempting to live in accordance with these is 
likely to lead to high levels of compliance in personal relationships, low self-esteem, a 
lack of identity and strong feelings of ineffectiveness (see, Lemer, 1986). They become 
accustomed to being influenced to a great extent by external influences and as there is 
no emotional investment in compliance, a fragile sense of self results. Winnicott (1965) 
referred to this as “a false self’.
As already discussed, many authors have suggested that clients with eating disorders 
tend to have been brought up in middle class families which stress the work ethic. This 
is often presented as a compounding factor in the expectations placed on the child 
leading to compliance. Gard and Freeman’s (1995) review refutes this hypothesis, 
however, and they suggest that this therefore can not be considered as an aetiological 
factor. Even if there is not a trend towards the development of eating disorders in 
middle class families, this does not necessarily mean that parents from a wide range of 
backgrounds do not place excessive demands on their children.
Boskind-Lodahl (1976) said that the mothers of children who develop eating disorders 
have often given up careers to look after them. She maintained that they perhaps 
compensate for their own unhappiness by being overprotective and manipulative. It has 
been suggested that anorexics consequently tend to form very intense relationships 
with their mothers to whom they feel they owe loyalty, however, bulimics tend to
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distance themselves from their mothers who they perceive as weak and ineffectual 
(Gordon, 1990). Bulimics therefore perhaps tend to idealise their fathers (Wooley and 
Wooley, 1986) and develop a tendency to try to please men. This may partially explain 
why less weight loss is observed in the bulimic and the feminine form is maintained. 
Bulimics would seem to be particularly vulnerable to cultural influences which describe 
the ideal thin shape. Bingeing may be a way of “letting go” of the control they try to 
exert on themselves at all other times with regards to meeting externally defined 
criteria (Boskind-Lodahl, 1976). For the anorexic, starvation is perhaps her way of 
gaining some control and autonomy in a world where she is constantly dominated by 
the expectations and demands of others (Brumberg, 1988).
One of the principle aims in Psychodynamic therapy with clients with eating disorders 
is to facilitate their understanding of how their early experiences and associated 
repressed feelings contribute to their current behaviour patterns (Dare and Crowther, 
1995). The emphasis is likely to be on interpretation and insight (Michels, 1983) with 
the therapist remaining relatively non-directive. The therapist is likely to make 
interpretations in order to try to identify emotions and thoughts which are not being 
openly expressed but which may be exerting an influence. Psychodynamic theories 
such as those described so far may be considered in formulating the hypotheses which 
influence these interpretations.
There is a strong emphasis on the therapeutic relationship in Psychodynamic therapy 
and in particular on transference and countertransference issues. It is assumed that the 
patterns that the client exhibits in the relationship with the therapist reflect patterns 
from their earlier relationships. An eating disordered client who has always tried to 
please others may therefore perhaps show compliance in the therapy. Traditionally it 
was believed that the therapist should try to remain “a blank screen” so that the client 
would be able to see them and respond to them as someone they had represented 
internally (Dare and Crowther, 1995). Classical Psychodynamic therapy was likely to 
consist only of interpretations so that the therapist could remain as opaque as possible. 
It is now accepted, however, that some display of empathy and other human qualities 
does not preclude considerations of the transference. In terms of compliant behaviour
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some of the theories discussed in the Psychodynamic literature discussed earlier would 
suggest that an anorexic girl would be more likely to try to please a therapist who 
represented a mother figure in the transference, as this would be a familiar internalised 
pattern. A bulimic may be more likely to comply with a male therapist.
The therapist most likely will use her countertransference feelings to identify when a 
client is repeating previous object relations patterns. She will then tend to make 
attempts to make interpretations relating to how such relationship patterns may serve 
to maintain the client’s symptoms and how in turn certain symptoms may encourage 
particular responses from others. This has been referred to as “the function of the 
symptom” (Malan, 1976). If the client is very underweight, for example, the therapist 
may have low expectations of her which may also be the case with members of her 
family. The client may in turn fear that if she puts on weight people will start to raise 
their expectations of her and she will no longer be cared for to the same extent (Dare 
and Crowther, 1995). This fear may lead to initial hostility towards the therapist and 
reluctance to engage in therapy. The therapist may be able to make interpretations 
relating to such patterns and may provide experiences which are contrary to the clients 
assumptions, for example, she may continue to be there to support the client as she 
starts to get better. The use of supervision would seem very important in order to 
discuss countertransference feelings, such as those of protectiveness towards the 
client, to avoid colluding with previous object relations patterns.
The therapeutic frame relating to the therapist’s consistency, reliability and authenticity 
would appear to be very important in order to provide “a holding environment” 
(Modell, 1976) in order that the eating disordered client can start to develop a sense of 
self. This may have been lacking in her relationship with her parents. Providing a more 
positive experience in this way may be indicative of a reparative element to the 
therapeutic relationship (see Clarkson, 1995).
Psychodynamic therapy is often long term and in cases where the client’s weight is 
dangerously low, treatment involving more immediate and direct intervention may be 
necessary. Long term therapy is obviously also costly and may not be an efficient use
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of resources for example, in NHS settings. Psychodynamic therapy, like other forms of 
psychotherapy, is also usually only successful if the client engages in the therapy and 
has some capacity for insight. This perhaps excludes some clients, for example, those 
who are so preoccupied with maintaining control with their weight that they are unable 
to engage in therapy. A further criticism is that Psychodynamic approaches have 
tended to neglect the aetiology of eating disorders in men.
P sycho dynamic therapy does, however, allow many aspects of the client s life to be 
addressed rather than just the symptoms.
Cognitive-Behavioural Models
Cognitive-Behavioural approaches emphasise both cognitive and behavioural aspects 
of the aetiology of eating disorders. The major premise of the model is that it is the 
overvalued ideas and distorted attitudes about weight and body shape which result in 
the behaviours associated with anorexia and bulimia (Fairbum and Cooper, 1989; De 
Silva, 1995).
De Silva (1995) proposes some examples of cognitive dysfunctions such as over­
generalisation, where the anorexic might say “I failed today by eating too much, 
therefore I will always fail”. Magnification is another type of maladaptive thinking 
which involves exaggeration of the significance of events, for example “If I gain even 
one pound I will be desperately unhappy”. De Silva (1995) further asserts that eating 
disordered clients are likely to think in terms of extremes and absolutes and often tend 
to arrive at conclusions on the basis of very selective evidence. This kind of irrational 
thinking is likely to lead the anorexic towards dieting behaviour.
De Silva (1995) provides a comprehensive review of how cognitive components have 
gradually been incorporated into behavioural theories. Behavioural theories of eating 
disorders tended to be derived from learning theory concepts such as stimulus - 
response analysis and classical conditioning (see De Silva, 1995). Anorexia may be 
considered in terms of learned behaviour which is maintained by reinforcement, for 
example, as the individual is initially praised by her self and others for losing weight.
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This attention turns to concern in the long-term as she becomes increasingly thin. 
Some have described anorexia as addictive behaviour whereby the reinforcement 
relates to chemicals produced in the body as a result of the starvation (for example, 
Wooley and Wooley, 1981; Szmukler and Tantam, 1984). Rosen and Leitenberg 
(1982) describe anxiety reduction as a reinforcing factor in behaviour relating to binge 
/ purge cycles. Whilst such behavioural theories provide explanations relating to the 
maintenance of eating disorders, they do not explain their origins (Wilson, 1989).
Bruch (1962, 1973) was one of the first to emphasise the role of maladaptive thinking 
in the development of anorexia nervosa. More formal theories which recognised the 
role of cognitions were proposed by authors such as Gamer and Bemis (1982) and 
Fairbum (1981). Gamer and Bemis (1982) suggested that self and social reinforcement 
lead to continued weight loss until the concept of thinness becomes internalised to such 
an extent that reinforcement is of lesser importance. The anorexic would then become 
increasingly isolated and exposed to her own distorted thinking patterns (De Silva, 
1995).
Williamson, Kelley, Davis, Ruggiero and Vietia (1985), who originally regarded binge 
eating as a physiological consequence of starvation, updated their model (Williamson 
et al, 1990) with the inclusion of cognitive components relating to concerns about 
body shape and rules pertaining to rules about eating. They suggested the anxiety 
caused by breaking dieting rules would lead to purging behaviour.
Wilson (1989) has proposed a Cognitive-Behavioural model of bulimic behaviour 
which has been regarded as one of the most comprehensive to date (see, De Silva, 
1995). The model describes how maladaptive attitudes associated with weight and 
eating lead to fear of gaining weight which in turn leads to dieting behaviour. Inability 
to maintain restricted eating patterns leads to bingeing which is followed by purging to 
eliminate the excessive food consumed. The guilt, anxiety and depression following 
this then results in more plans relating to increased food restriction.
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One limitation of the kind of model described above is that it does not explain the 
origins of the maladaptive attitudes to weight. Although socio-cultural factors could be 
assumed to be partly to blame, this provides no explanation as to why some people 
internalise them to the extent that they engage in bulimic behaviour.
Most Cognitive-Behavioural models relating to bulimia attempt to explain factors 
which are shared with anorexia and also those which are specific to this disorder (see 
De Silva, 1995). A difficulty which arises in explaining bulimic behaviour is the fact 
that many of the irrational thoughts regarding weight are similar to those experienced 
by anorexics. However, not all restrained eaters develop bulimia. It would appear there 
must be some additional cognitive dimensions in the dysfunctional thinking of bulimics 
which lead to vomiting and purging behaviours. These perhaps relate to the belief that 
having broken the diet in a small way, this might as well lead to a binge because the 
diet is already violated. The anxiety provoked by this bingeing then perhaps leads to 
the vomiting in order to purge the excess. It would seem possible that ideas about the 
use of bingeing and vomiting to control weight then become incorporated into the 
dysfunctional thinking patterns.
Many authors have proposed Cognitive-Behavioural models of treatment for clients 
suffering from eating disorders (for example, Fairbum, 1981; 1985; Gamer and Bemis, 
1982; 1985; Gamer, 1986; Fairbum and Cooper, 1989. Most of these refer to the 
treatment of bulimia rather than anorexia. The length of this article does not allow 
detailed discussion of each specific model, however, concepts are discussed which tend 
to be common to most of them. Belief change, modification of behaviour and 
education are among the main aims of treatment. The therapy tends to be time-limited, 
structured and problem-orientated (Freeman, 1995).
In Cognitive- Behavioural therapy, the treatment model is often explained to the client 
together with the view of the disorder (Fairbum and Cooper, 1989). Gamer (1986) 
proposes a “two-track” approach to the therapy. The first “track” relates to an 
educational approach with regard to the client’s eating behaviours and the second
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pertains to working with the maladjusted beliefs and attitudes underlying this 
behaviour.
Educational information can be provided to the client on aspects such as, body weight 
and its regulation, the long term consequences of dieting, the physical consequences of 
purging and the relative inefficiency of bingeing and purging as a method of weight 
control.
Fairbum and Cooper (1989) advocate the prescription of a regular pattern of eating 
involving three meals a day and one or two snacks. They suggest that foods which 
have not been allowed previously are introduced gradually. It would seem important to 
acknowledge how difficult it may be for an eating disordered client to engage in this 
kind of eating program and to explore their associated anxieties. Fairbum (1984) has 
suggested that there is no need to intervene with the purging behaviours as he believes 
that this will stop once normal eating patterns are re-established. This is perhaps a 
slightly idealistic perspective and it may in fact be helpful to look at some possible 
alternatives to bingeing behaviour in the short term while the client is adjusting to the 
new eating regime. Bresler (1988) maintains that in working with clients with eating 
disorders, the therapist should have some knowledge of nutrition. In her article she 
reviews medical issues which may arise in working with this client group.
One of the most important components of Cognitive-Behavioural therapy involves 
encouraging the client to identify and challenge distorted thoughts and beliefs which 
may be influencing the behaviours associated with the eating disorder. It is also 
necessary to explore ways in which these can be replaced with more realistic 
alternatives.
Gamer (1986) has outlined a number of specific interventions which can be used in 
challenging maladaptive thoughts and attitudes relating to weight and eating, such as 
decatastrophising, prospective hypothesis testing and reattribution techniques. Fairbum 
and Cooper (1989) advocate the use of Socratic questioning and they provide some 
examples of such questions. They suggest that the client is taught to use the techniques
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herself. The aim for the relationship in Cognitive-Behavioural therapy is for it to be 
collaborative, whereby the therapist and client work together. The therapist is likely to 
be directive at first, however, as the client learns to use the Cognitive-Behavioural 
techniques herself to challenge negative thinking patterns, the therapist may take on a 
more supportive role. In practice the progress of therapy tends not to be linear, 
therefore, the nature of the relationship is likely to fluctuate. Although traditionally the 
therapeutic alliance has not been considered a significant aspect of Cognitive- 
Behavioural therapy, more recently it has been recognised as important for effective 
work to be carried out (Wills and Sanders, 1997). If the therapist is not perceived as 
empathie, respectful and genuine, then attempts by the therapist to challenge long­
standing beliefs and assumptions about sensitive issues such as weight could be 
perceived as persecutory or at least insensitive.
Gamer (1986) advocates the exploration of basic underlying assumptions as well as 
identifying and challenging negative automatic thoughts. This may take longer, 
however, which means that work relating to the schemata underlying the thoughts and 
beliefs about weight may necessitate a longer-term contract. Underlying assumptions 
may relate, for example, to the client’s belief that she is unlovable unless she achieves 
perfection all of the time. Negative automatic thoughts resulting from this may pertain, 
for example, to her believing that she must achieve the cultural beauty ideal. Exploring 
factors which contribute to the development and maintenance of certain belief systems 
would seem to be important if beneficial effects of therapy are to be maintained.
Fairbum and Cooper (1989) suggest that homework assignments be agreed which 
relate to situations which provoke problematic thoughts. The therapist and client could 
agree, for example, that the client will weigh herself once a week, and then monitor her 
associated thoughts and feelings. Some authors believe that weighing should only take 
place in the therapeutic setting as it is a behaviour which is sometimes associated with 
obsessionality. In this case different homework assignments could be set. Clients can 
also be encouraged to keep a record of their eating, including any difficulties 
experienced, so that this can then be discussed in therapy.
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The CBT therapist is likely to be much more directive than the Psychodynamic 
therapist and to focus specifically on the current difficulties and symptoms. Unlike in 
Psychodynamic therapy, little attention is usually paid to the clients past which in the 
case of eating disorders may be of aetiological significance. Cognitive-behavioural 
therapy is often much more short term which, providing it is effective is more 
economical. Clients with eating disorders are often quite suspicious of therapy, 
however, and may take some time to engage in the activities necessary for Cognitive- 
Behavioural therapy to be successful. The therapist should make sure that his or her 
use of directive therapeutic methods is not presented in a condescending or 
intimidating manner as this could have detrimental effects on the client.
Overview
Given that most women in our society are likely to be aware of cultural pressures to 
achieve a “thin” beauty ideal, it is unclear why some go on to develop eating disorders 
while the majority remain merely concerned about their body image.
Psychodynamic models of the aetiology and treatment of eating disorders relate to the 
client’s early experiences, relationships and the associated feelings which may have 
been repressed. Therapy aims to heighten awareness of the influence these factors may 
have had on the client’s behaviour and also on their relationship patterns. The work is 
usually relatively long term and may lead to an understanding of factors which have 
contributed to the development of an eating disorder. These may constitute 
predisposing factors which may interact with socio-cultural pressures to render the 
client likely to develop anorexia or bulimia.
Cognitive-Behavioural models relate to how dysfunctional attitudes the client may hold 
relating to weight and eating may shape her behaviour. Theoretical models often do 
not explain the origins of the maladaptive beliefs and sometimes seem to focus more on 
how the disorder is maintained. This may lead to relatively short-term results if therapy 
has only tackled the problems on a relatively superficial level.
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As Cognitive-Behavioural theory, therefore, has limitations in explaining the original 
aetiology of eating disorders, it perhaps has limitations as a sole approach to therapy. 
Although an attempt is made to stop the symptoms, little understanding is gained as to 
how the eating disorder first originated. Psychodynamic therapy on the other hand 
aims to increase this understanding but does not look directly at the symptoms. An 
eclectic approach combining both these theoretical models would therefore seem 
beneficial, as it appears there is great potential for them to complement each other. 
Counselling Psychologists usually have the freedom to use eclectic approaches which 
may be helpful, especially as particular therapeutic styles can be adapted for individual 
clients. Many theoretical concepts regarding the aetiology of anorexia and bulimia 
have been proposed and it would seem naïve to assume that any one theory could 
apply to all cases. The many theories can be considered in arriving at a formulation for 
an individual client. Whichever interpretation is considered for a particular case, it 
would also seem beneficial to take into account the current cultural pressures regarding 
thinness and the social norms. Although eating disorders may have occurred for 
centuries, the cultural pressures may have been a catalyst in the recent increase in 
prevalence.
Providing there are sufficient resources, given that clients are often adolescents and 
therefore living with their parents, a combination of family and individual therapy may 
be useful for some clients. It is hoped that as knowledge relating to the treatment of 
eating disorders in the field of Counselling Psychology increases, further treatment 
combination plans can be developed.
Virtually all types of psychological and psychotherapeutic approaches have been tried 
in the treatment of anorexia and bulimia, however there are very few controlled studies 
evaluating specific therapeutic approaches (see Yager, 1988, for a review). It would 
seem therapy adhering to one theoretical model rarely occurs in isolation in the 
treatment of eating disorders and it is usually part of a broader treatment programme. 
It is therefore difficult to distil out the role of a specific therapy. There is little doubt 
that Cognitive Behavioural Therapy is the best evaluated treatment for eating disorders 
and particularly for bulimia. Although there are tendencies in several studies for CBT
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to do better than other psychotherapies in the short term, they do not always maintain 
this advantage long term, possibly because of the reasons described above. Also, it has 
been the school of therapy most researched which may have led to a bias.
Different personalities and therapeutic styles of therapists may greatly influence the 
effectiveness of therapy, perhaps more than the choice of approach. In order to 
counteract the effects of this, studies involving a number of different therapists would 
be advantageous. This would obviously be costly in terms of resources. Despite the 
evident methodological difficulties in research relating to the treatment of eating 
disorders, there is scope for further studies to be carried out
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American Psychological Association (Third Edition). Type the manuscript on heavy 
white bond paper 8 % x 11 in. (22 X 28 cm) using double spacing between all lines 
(including quotations and tables) and leaving uniform margins of 1 % in. (4cm) at the 
top, right, left, and bottom of every page. The typeface must be dark, clear an easily 
readable. Dot-point typeface, generated by certain word processing systems, is 
unacceptable; manuscripts prepared in this way will be returned to the author for 
retyping.
Number all pages of the manuscript except the figures (including title page and 
abstract) consecutively. Parts of the manuscripts should be arranged in the following 
sequence:
(1) Title page (numbered 1), which should include the full names and biographical 
sketch (titles, affiliations, etc.) of all authors, and an abbreviated title (Running 
Head) which should not exceed 50 characters, counting letters, spacing, and 
punctuation. This Running Head should be typed in upper case letters centred 
at the bottom of the title page. Each page of the manuscript (excluding figures) 
should be identified by typing the first two or three words of the full title in the 
upper right-hand comer above the page number.
(2) Abstract (150 word maximum), should be started on a separate page, 
numbered 2. Type the word "Abstract" in upper and lower case letters, centred 
at the top of page 2. Authors of articles submitted to the Journal involving 
research data or reviews of the literature must now include the following 
information in the form of a structured abstract, under the headings indicated. 
The abstract should be typed as a single paragraph on one page: Objective: 
briefly indicate the primary purpose of the article, or major question addressed 
in the study. Method: indicate the sources of data, give brief overview of 
methodology, or, if review article, how the literature was searched and articles 
selected for discussion. For research based articles, this section should briefly 
note study design, how subjects were selected, and major outcome measures.
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Procedure subsection of Methods) are typed flush left, under-lined, in upper case and
128
lower case letters. The text begins a new paragraph. In the body of text, be sure to 
indicate the position of each table by a clear break in text, with placement instructions 
set off by lines above and below.
Presenting statistical data in text. Give the symbol, degrees of freedom, value, and 
probability level. Give descriptive statistics, such as means and standard deviations, 
when appropriate, to clarify effects. Do not give references for statistics in common 
use.
Referencing in the text. Referencing follows the author date method of citation, in 
which the author surname and year of publication are inserted in the text at the 
appropriate point. If the name of the author(s) appears as part of the narrative, cite 
only the year of publication in parentheses. When a work has two authors, cite both 
every time the reference occurs in the text. In the case of works, with three to five 
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the publication date. Each entry in the reference list must contain the surnames of all 
authors, full title of the work, the book or journal title in full (i.e., without 
abbreviation), year of publication, and inclusive page numbers (for journal articles and 
book chapters). Representative examples are as follows:
Attie, I., & Brooks-Gunn, J. (1989). Development of eating problems in adolescent
girls: A longitudinal study. Developmental Psychology, 25, 70-79.
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form suitable for reproduction (camera-ready copy). Computer-generated graphs are 
acceptable only if they have been printed with a good quality laser printer. Graphs 
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Proofs
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WOMEN'S REACTIONS TO THE DISCOVERY OF THEIR 
PARTNER'S INFIDELITY AND THEIR RESULTANT DECISIONS 
REGARDING THE FUTURE OF THE RELATIONSHIP
ABSTRACT
The purpose of this qualitative study was to explore the experiences of women who 
have been or are in a relationship where their partner has at some time had a sexual 
relationship with someone else. The women were interviewed using a structured 
interview schedule and the data was analysed using Interpretative Phenomenological 
Analysis (IPA). Three theoretical frameworks were considered in order to help make 
sense of processes arising from the data, namely “attribution theory,” theories centred 
around identity” and “stress and coping models.” The research questions to be 
addressed related to whether a woman’s reactions to finding out about her partner’s 
infidelity and her decision whether to remain in or end the relationship are influenced 
by a) the way in which she makes attributions about her partner’s infidelity, b) her 
perception of her identity and c) her coping strategies and resources. The findings 
suggested that attribution patterns and coping resources had greater influence on 
reactions women reported to finding out about their partner’s infidelity and on their 
ability to cope with these reactions. Identities which the women had adopted had 
greater influence on the decision-making process regarding whether to stay in the 
relationship. Implications for the practice of Counselling Psychology were discussed.
Key Words: sexual infidelity, reactions, decisions, attributions, identity, coping 
resources, counselling psychology.
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INTRODUCTION
Relationship issues associated with sexual infidelity are frequently presented by clients 
who are seen by Counselling Psychologists, either as main presenting problems or as 
issues which emerge as the therapy progresses. Although sexual infidelity has been the 
focus of a substantial amount of literature, much of this has looked predominately at 
the reasons why it occurs (for example, see Ellis, 1967; Wiggens and Lederer, 1984; 
Gass and Nichols, 1988), and at attitudes regarding its acceptability (for example, see 
Weis and Slosnerick, 1981; Thompson, 1982; Taylor, 1986; Sheppard, Nelson, and 
Andreoli-Mathie, 1995). In most of the research, participants have been asked to give 
their reactions to hypothetical scenarios in which sexual infidelity has occurred (for 
example, Thompson, 1982; Sheppard et a/., 1995) or have been set story completion 
tasks involving such scenarios (for example, Kitzinger and Powell, 1995). Little 
research seems to focus on the actual experiences of people whose partners have had a 
sexual relationship with another person, which this study aims to do.
Many authors have suggested that men and women have different ideas about sexual 
relationships. They maintain that women tend to equate sexual intercourse with love, 
whereas men view sex and love as separate concepts (for example, see Penny, 1989; 
Glass and Wright, 1992). Similarly, studies have suggested that in responding to 
hypothetical scenarios involving infidelity, men and women offer different 
representations of this infidelity. Men have tended to emphasise the sexual 
components of the relationship whereas the women have focused on emotional aspects 
(for example. Glass and Wright, 1992; Kitzinger and Powell, 1995). Although 
previous studies have highlighted differences between male and female ideas on sexual 
infidelity, very little research has focused solely on men’s or women’s associated 
experiences. This particular study will look solely at the experiences of women, 
however, future research could focus on men.
Most of the literature to date on the therapeutic handling of issues of sexual infidelity 
focuses on couple therapy (for example, see Peck, 1975; Smith, 1991). This study will 
aim to inform therapists working with individuals as well as couples as Counselling
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Psychology approaches can be applied to both kinds of work with clients who are 
presenting issues relating to infidelity.
In order that the findings of this study can be related back to mainstream psychology, 
three theoretical frameworks have been chosen for consideration to help make sense of 
the processes which emerge from the data. “Attribution theory , theories centred 
around identity” and “stress or coping models” have been chosen as the frameworks 
most likely to further understanding of the processes involved.
In terms of attribution theory, it has been suggested that a person’s ability to 
accommodate relationship difficulties is related to the processes by which they make 
attributions concerning their problems (for example, see Brannen and Collard, 1982).
Brannen and Collard (1982) propose four characteristic attribution patterns: a) 
difficulties are attributed to oneself or one’s partner, b) it is denied that there are any 
difficulties at all, c) difficulties are attributed to external events and circumstances and 
d) the difficulties are regarded as “normal.” According to this model it would seem 
likely that a woman’s reactions to a partner’s infidelity would be influenced by the 
attribution patterns she adopts.
There is now greater equality between men and women (for example, Siegel, 1982) 
which has led to a greater choice of identities for women to adopt. For example, they 
may feel their primary identity is attached to being a mother, a partner, a career 
woman, or it may relate to a particular interest or hobby they have. It has been 
suggested by a number of authors that factors such as expectations concerning 
relationship roles, perceived degree of choice and age influence the identity a person 
chooses to adopt in a relationship (for example, Reed 1970; Wetherall, Dallos and 
Miell, 1993). It has been claimed that if a person has developed a strong identity 
relating to being a partner or parent they may be less able to cope with the idea of the 
relationship breaking down (Hagestad and Smyer, 1982). A woman who is 
considering whether to remain in a relationship following a partner’s infidelity may
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therefore find it more difficult to make this decision if her identity relates strongly to 
the relationship or family.
In terms of coping models, there is a great deal of literature which focuses on dealing 
with stressful situations in general (for example, see Lazarus and Folkman, 1984, 
Maddi and Kobasa, 1984; Karasek and Theorell, 1990). There is also a wealth of 
literature on dealing more specifically with relationship breakdown (see, Brannen and 
Collard, 1982; James and Wilson, 1986; Duck, 1992). There is a lack of material, 
however, relating specifically to resources and coping mechanisms for dealing with 
sexual infidelity and relationship breakdown following its occurrence.
Most of the literature on stress and coping with relationship difficulties has emphasised 
the importance of social support. Wills (1985) has specifically defined four types of 
social support: a) “esteem support” b) “informational support” c) “social 
companionship” which involves support through activities and d) “instrumental 
support”. A woman’s ability to cope with finding out about her partner’s infidelity and 
any resultant difficulties in the relationship may be affected by the type of social 
support she receives.
The main research questions to be addressed in this study are as follows: Are a 
woman’s reactions to finding out about her partner’s infidelity and her decision to stay 
in or end the relationship influenced by:
a) the way in which she makes attributions about her partner’s sexual infidelity?
b) her perception of her identity?
c) her coping strategies and personal resources.
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METHOD
It was decided that for participants to be eligible to take part in this study, the 
experience of finding out about a partner’s sexual infidelity must have occurred in the 
last five years so that it could be recollected easily. The participant must have 
cohabited with this partner for at least one year to ensure that it was a notable 
relationship. As the women’s decision-making processes were to be explored, women 
whose partner’s had made the decision to leave them were excluded from the study. 
Only women who were still in the relationship or who had made a decision to end the 
relationship with their partner were included. Most of the participants were recruited 
through a “snowballing” technique from the researcher’s social network. The 
researcher had no pre-existing relationship with any of the participants. Ten women 
participated in. the study and the data were collected by interviewing each of them. 
Before commencing the interview, participants signed a consent form (see. 
Appendix 1) which explained to them what participation in this research would involve 
and how their confidentiality would be protected. After the interview participants 
were offered one follow-up session with the researcher in order to help them deal with 
distress which resulted from the interview.
The interviews were recorded on audiocassette and they lasted between one and one 
and a half hours. The format of the interview schedule was structured (see. Appendix 
2). The order of questioning was, however, often changed depending on the material 
the particular participant presented. Sometimes questions were omitted if it was felt 
that a participant had already answered them.
The interviews were transcribed verbatim and the transcripts were read repeatedly. 
Interpretative Phenomenological Analysis (IPA; see Smith, Flowers and Osborne, 
1997) was chosen as the most appropriate approach with which to analyse the data as 
ppA allows detailed consideration of qualitative data from a small sample. The 
researcher can engage with the data on a case by case basis but can also look for 
commonalities between cases. IPA also acknowledges the existence of the
interpretative and phenomenological aspects of qualitative analysis and does not
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assume that there are any truths when making sense of the data. This is consistent with 
the therapeutic philosophy of Counselling Psychology.
Initially, for each transcript key words, phrases and explanations which the participants 
used were highlighted and then these were coded with key words or phrases which 
captured the essence of what was being said. These constituted emergent themes. The 
next stage involved looking for connections between the themes, both within and 
across transcripts. The themes were ordered coherently by clustering some together 
and organising some hierarchically. In some cases a new, super-ordinate theme would 
be identified which would pull together a number of the emergent themes. The 
transcripts were then re-read to check that the connections between themes were 
relevant to the primary source material. For each theme, a file of transcript quotations 
was created. Although the emphasis is placed here on themes emerging from the data 
and an attempt was made to capture the meaning of the experience to each participant, 
this process inevitably required a degree of interpretation. A second researcher was 
not required to analyse the transcripts in order to check for inter-rater reliability as the 
interpretative approach adopted involved drawing on the researcher’s own framework 
of interpretation. A second researcher would be operating from a different framework. 
Quotations from the raw data have been presented in order to substantiate 
interpretations made so that the readers can evaluate the interpretative process for 
themselves.
In the following analysis, the themes presented were not necessarily identified in every 
transcript and in some cases different transcripts revealed conflicting themes. The 
frequency with which themes appeared in participants’ responses is only cited where 
the responses were replies to closed questions. Otherwise, the introduction of a 
quantitative component into a qualitative study could be problematic, as there are no 
pre-defined criteria for determining the extent to which themes must recur within 
responses before they are considered to be sufficiently notable to merit citation. The 
open- ended questions provoked such a variety of responses that a relatively small 
number of commonalities could be regarded as constituting a theme. Krueger (1988) 
advocated the deliberate exclusion of quantitative indices in the reporting of results
137
from qualitative studies and suggested adjectival quantitative phrases be adopted 
instead. This approach is used in the reporting of themes which relate to responses to 
open questions.
The illustrative quotations used represent the most articulate or most powerful 
examples of particular themes. In these quotations, the omission of material is 
indicated by empty square brackets. All names mentioned have been changed in order 
to ensure confidentiality.
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ANALYSIS 
Demographic Information
All 10 participants were white, British women. One participant was aged between 25 
and 30, two between 35 and 40, six between 40 and 45 and one between 45 and 50. 
Six of the women said they were employed, two said they were not working at the 
time of the interview and two said they were pursuing courses in further education. Of 
the six who stated that they were in employment, two described their work as 
managerial, two as clerical, one as domestic and one said she was self-employed in the 
service industry. It was difficult to ascertain the social class status of the participants 
on the basis of their occupations as this was sometimes influenced by their partner’s 
income. Of the ten women interviewed, three reported that they were currently in the 
relationship in which the infidelity had occurred, two claimed they were in the process 
of leaving that partner and five stated that they had previously ended the relationship. 
Of the seven who were either no longer in the relationship with their unfaithful partner 
or were in the process of leaving, five reported that they were now in another 
relationship. All participants except the youngest said they had children and reported 
that the infidelity had occurred within a marital relationship. The youngest participant 
reported having cohabited with her subsequently unfaithful partner.
Nature of Infidelity
Most of the participants chose the term "affair” to refer to their partner’s relationship 
with another woman. The terms “fling,” "infidelity” and "unfaithful were, however, 
also used. These terms will be used in this presentation of the analysis from here 
onwards. The term "affair” was associated with relationships which went on for a 
period of time whereas “fling” was used to describe briefer liaisons. As one participant 
said when explaining her choice of the term “affair”:
“Because I  mean he did carry on with her. It wasn’t just a one night stand. ”
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The terms ‘‘unfaithful” and “infidelity” were used generally. Six of the women reported 
that their partners had only had one relationship with another woman whereas the 
other four maintained that their partners had been unfaithful with a number of other 
women. Only one participant claimed that the infidelity had been a one night stand and 
in all the other cases the affairs were said to have continued over a number of months 
or years. Some of the women said that their partners had told them about their other 
relationships; some had been informed by other people; some had found out by 
accident and some had made deliberate efforts to find out following suspicions.
Reactions to Finding Out About a Partner’s Infidelity
A number of factors influenced the reactions the participants experienced when they 
found out that their partner was or had been having a relationship with another 
woman.
Knowledge of the Woman with Whom the Partner was Having a Relationship
Several of the participants reported that they knew the women with whom their 
partners had been unfaithful and that this made it even more difficult for them. Some 
said that knowing who the other woman was fuelled their fantasies about her 
relationship with their partner because they could actually picture her with him. A few 
women reported having avoided going out or going to certain places in case they 
bumped into the woman in question. One said:
“For four months it was dreadful, I  was a hermit. ”
Some of the women said that the other woman had in fact been a close friend and 
confidante of theirs and therefore they felt “betrayed” by their friend as well as their 
partner:
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“I  fe lt doubly betrayed because she was a friend as well [  ]  I ’d  been telling 
her what had been going on in my life and I  was saying 7 can't understand 
what’s been going on ’ - and all the time he ’d  been seeing her. ”
Several participants reported feeling horrified that the other woman had been in their 
house or car. They experienced this as a fiirther invasion into their lives, particularly in 
cases where they had found out that the woman had used or touched their belongings. 
One woman who had found a video her husband had made of his sexual activities 
recounted the following:
“She was actually in my bed [  ]  the girls, he was filming them in my wardrobe, 
trying on my stuff and they’d  say ‘let’s have this, le t’s have that. God she’s 
really spoilt - look at all the stuff she’s got. ’ Really nasty and then I  realised 
there were some things missing [  ]. So that was worse to me than actually 
seeing them doing it in your bed. The fact that someone is actually going 
through your personal stuff. I t ’s almost like rape in away [  ]  horrible.
Perception of Quality of the Relationship Prior to Finding Out about the Infidelity
The participants fell into three main categories in terms of their perceptions of 
thequality of their relationship prior to finding out about the infidelity: those who 
hadthought their relationship was going well, those who had been experiencing 
relationship difficulties for some time and those who had noticed recent changes in the 
relationship. In the cases where the women had thought the relationship was going 
well, they tended to be less suspicious and therefore finding out about their partner’s 
infidelity came as more of a shock. Some of them had the idea that their partner was 
of a certain personality type and would be unlikely to be unfaithful. Others thought 
they knew their partners so well they would have realised. The following quotation 
illustrates the last two points:
“I  just couldn’t believe it, because you’d  think you’d know [  ]  I  just couldn’t 
believe it because you think, Mark, not Mark, because you think you know the
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person [  ]. Mark is just the kind o f person you’d  think, no, he’d  he the last 
person on earth to go o ff with someone. ”
In the cases where the women had perceived there to have been difficulties in the 
relationship for some time, again they generally tended not to have been suspicious. 
There had been greater suspicion in the cases where the women had noticed more 
recent problems or changes in the relationship.
Love and Feelings for Partner
The theme of “love” arose a great deal in the interviews and in one case in particular it 
was salient with regards to the reactions the woman had to finding out about her 
husband’s affair. She claimed that because she did not love him she did not feel upset 
about his infidelity.
“I  think it was more a case that I  didn’t love him anyway, so it didn’t really 
bother me [  ]  I f  I ’d  loved him I  think it would have bothered me, but you 
know, it never did. ”
When talking about a more recent relationship with someone whom she felt she loved, 
the same woman said she “couldn’t bear the thought o f him being with someone 
else. ”
Blame and Explanations
The Partner’s Explanation
In some cases the women said their partners had not really given them an explanation 
for their infidelity. Some partners were said to have blamed pressure at home or 
problems in their relationship and some were said to have blamed their partner for not 
being sufficiently appreciative towards them or for not having sexual intercourse often 
enough.
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Several of the men were reported to have claimed their affair was merely “an 
attraction” or “just for sex”. In a few of the cases, however, the women said their 
partners had maintained that they loved the other woman or had cited positive aspects 
of that new relationship as an explanation. The feelings their partner said he had for 
the other woman affected how the interviewees felt about the affair to a large extent 
and also affected the degree to which they experienced changes in how they viewed 
themselves. They were less distressed if their partner had said the affair was 
meaningless and more upset if he had said he had strong feelings for the other woman. 
When talking about hearing her husband say he loved his mistress one woman said:
“He said he loved her [  ]  I  was absolutely devastated and I  was just like, 
beaten. I  fe lt like an animal that had been broken because o f that. ”
On the other hand, another said:
“But I  didn’t feel too bad, because the way he put it was it was just an 
attraction and that it wasn’t anything like as deep as the feelings we sort 
o f had for each other. ”
The Woman’s Explanation
Some of the women were more inclined to believe their partner’s explanations than 
others but most of them had thought of further explanations of their own. Sexual 
intercourse was mentioned a great deal in the explanations the women gave for their 
partner’s infidelity. Some blamed themselves for not having shown enough eagerness 
to have sex with their partner and others felt inadequate having assumed that “she 
must be giving him something that I ’m not.” Such assumptions sometimes led to 
changes in the way the women viewed themselves sexually:
“I f  you can’t provide for somebody in your own bed and they have to go 
elsewhere for it you think there is something lacking and I  think first and
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foremost you blame yourself. You don’t blame them, you don t think there 
is something lacking in them, you automatically turn it on yourself ”
Some of the women blamed themselves more generally for “not exactly being the 
perfect wife to come home to. ” Some felt they did not do enough for their partners, for 
example, in the house, whereas others thought they had perhaps done too much and 
that they had been taken for granted. In a few cases the women linked their 
blameworthiness back to failed marriages, assuming that they must be “no good at 
relationships.” In most cases, self-blame was associated with a reduction in self­
esteem.
A few of the participants blamed their partners entirely for the infidelity. Several had a 
conception of there being a “type of person” who is unfaithful and had categorised 
their partners in this way. This explanation often arose after finding out their partner 
had been repeatedly unfaithful as in one case:
“H e’s not alone. There’s lots o f other people out there like that. Some guys 
just cannot be faithful - that’s how they are. They just cannot be faithful. ”
One woman invoked constructions of cultural differences when talking about her Arab 
husband’s tendency to be unfaithful, suggesting that in some cultures having multiple 
sexual partners is more acceptable than in others:
“Arabs treat their women differently, they’re Moslem, they have two or three 
wives anyway. I  mean he’s not, he’s a Christian but that’s their mentality. ”
Most of the women who blamed their partners did not report having experienced 
changes in their self-esteem.
Some of the participants blamed the “other women” for encouraging their partners to 
be unfaithful and maintained that their partners would not have instigated the affair if it 
had not been for her. One woman who had suggested that her excessive drinking and 
general “letting herself go” had been the main reason her husband had been unfaithful.
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still maintained her husband was “a man's man" and would not have had a 
relationship with someone else if the “other woman” had not made the play. 
Another interviewee emphasised her view that women should not have relationships 
with married men:
“It's a factor o f having women out there who are willing to have affairs with 
men who are married and who are obviously having difficulties. I  feel very 
strongly about women like that. My ethos is i f  they are married to somebody 
else and i f  they are trying to work through that, they are not available until 
such time it's over and done with and they've walked away. Then i f  they want 
to make other relationships that's another thing, but to actually intrude in a 
family that's having problems and just compound them is difficult. "
Some participants reported having been very interested to know what the other woman 
looked like and how old she was. This was a factor which for some of them affected 
the extent to which they experienced changes in their self-esteem. If they perceived 
the other woman as being more attractive than them, some regarded this as one 
possible explanation for their partner having had a relationship with her. If they 
perceived her to be less attractive they tended to look for other reasons. One woman 
provided an illustration of this:
“I f  she’d been younger and i f  she’d  been really pretty, I  could have 
understood it, but in fact, I  don't think I'm  anything special but I ’m certainly 
a lot better than she was. So I  think that on that side, it was just the fact that 
probably, sexually and what he wanted in bed, she probably was a lot more 
than I  was. ”
Some of the women reported feeling that their distress associated with finding out 
about the infidelity had been lessened by the fact they had blamed either their partner 
or “the other woman” as they did not have to bear any of the responsibility. Others 
suggested, however, that blaming someone other than themselves heightened their 
distress because they felt they had no control over the situation.
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Importance of Fidelity in a Relationship
Most of the women interviewed said that they felt fidelity was a very important aspect 
of relationships. Only a few said that having survived their partner’s affair they felt 
that fidelity was perhaps less important than they had originally thought. In the 
following case this view was also affected by the woman’s perceptions of her parents’ 
marriage:
“My father had an affair when I  was about seven or eight I  mean that was 
awful [  ]  but they got over it and they were happy, happily married for 
nearly fifty  years and it's just, I'm  not dismissing it and I'm  not saying that 
it should happen in every marriage [  ]. It's one o f those things that does 
happen [  ]. Now my opinion has definitely changed"
Other women suggested that having been hurt by a partner’s infidelity sometimes 
repeatedly and sometimes also in previous relationships, fidelity had become even more 
important to them.
Four of the women reported having been unfaithful to their partners but only one said 
she had done so before his infidelity. In this case she said having done something 
similar herself in fact did not influence how she felt about her partner’s behaviour even 
though she thought that perhaps it should. Some participants felt more angry about 
their partners’ affairs having always been faithful themselves.
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Resources and Strategies for Coping
Family / Friends
All of the women interviewed said that the availability of good friends had been a 
major factor in their ability to cope. Most emphasised the supportive nature of the 
friendships and being able to talk about their problems. Others also said that their 
friends had encouraged them, had been good company and had been there to go out 
and have a good time with when they needed to get out. As one explained:
“The only reason I ’ve got through this [ ]  is the fact Vve got very great 
close friends, you know, loyal friends, who helped me through it. ”
Several emphasised the importance of both male and female friends. A few suggested 
that they gained more encouragement from male friends and that such friendships often 
reconfirmed that they could get on with members of the opposite sex. Some of the 
women mentioned that relatives such as parents and siblings had been supportive in a 
practical sense, for example, by looking after the children.
Seeking New Relationships
A few of the women reported that they had actively tried to form a new relationship 
with another man as a means of coping with what their partner had done. One said she 
had been “looking for a new husband” as she did not want to be on her own but did 
not want to be with someone who had been unfaithful to her. She and a few others 
said that thinking about prospective relationships helped them stay optimistic about the 
friture when they would have otherwise felt demoralised.
A few women reported that they had had “flings” with other men in order to boost 
their self-esteem after finding out about their partner’s infidelity. Regardless of 
whether they entered into a new relationship, many of them mentioned attention they
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gained from other men as a factor which helped them cope due to the boost it gave to 
their self-esteem.
“It made me sort o f want to go out and see more people and when I  started 
getting attention from other men, then maybe I  did that in order to keep my 
self-esteem rather than just sitting at home and not seeing anybody and not 
getting any attention from anybody which would have meant my self-esteem 
would have gone down. ”
Therapy
A number of participants claimed they found individual therapy helpful: this will be 
discussed in detail later.
The Decision as to Whether or Not to Remain in the Relationship
All of the women interviewed had considered leaving their partners at some time but 
the extent to which this related to their partner’s infidelity varied. Only the participant 
who was not married and had no children said she had ended the relationship 
immediately because of the infidelity. Even in that case, however, the couple did get 
back together and tried to resolve their differences. The following factors were the 
most salient ones considered by the women in the process of deciding whether or not 
to remain in the relationship:
Age and Stage of Life
Some of the woman reported that they had ended previous relationships because their 
partner had been unfaithful but that they had not done so after the most recent 
situation. Most of them maintained that this related to their age and the stage of life 
they were at. They suggested that when they were younger and before they had 
children, they felt less dependent on their relationship and more optimistic about what 
life would be like outside of the relationship. As one woman said:
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“Maybe because I  was so much younger - I  was only 20 [  ]  maybe you 're 
more resilient then, because I  was sort o f doing some modelling then and I  
suppose you think, “Oh, that /the affair/ doesn't matter” I ’ve got my job in 
London and I  can get a fla t in London. I  can go and work in Spain, but when 
I  found out about Martin, I  was what, 46, thinking “Hang on, you can *t just 
flit o ff to Spain [  ]  it might be an age problem. ”
Dependence on Partner and Restrictions because of Children
Many of the participants said they had felt dependent on their partner financially and 
had “nowhere to go. ” One woman explained:
“O f course living down here and having no family made it more difficult. I  
think I  might have left him if  it had happened when we were living up north 
and I 'd  had somewhere to go. ”
Others emphasised their emotional dependence on their partner. A few maintained 
they had become used to being part of a relationship and their identity as a partner had 
become important. These women suggested that it would be hard for them to imagine 
being single again and having to build up a life on their own.
Many of the women emphasised the importance to them of their role as a mother, even 
if they no longer identified with their role as a partner. When talking about their 
decision, most of the women mentioned either concern for their children or restrictions 
imposed by having children. Some said they were concerned about the effect 
separation would have on the children, for example:
“I  put the kids through a divorce when they were four and six the first time 
and I  just couldn't do it again. ”
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In other cases the women decided to end the relationship because of concern that the 
children might be affected by the difficulties they would see going on between their 
parents.
Problems in the Relationship Other than Infidelity
Several participants suggested that although the infidelity had distressed them, other 
problems in the relationship were more significant in terms of their decision-making, 
for example, their partner’s possessiveness or his violence.
In other cases the women had become aware of qualities in their relationship which 
they had decided were important enough to justify staying in the relationship, such as, 
a strong level of friendship between themselves and their partners.
Love and Feelings for Partner
In a few cases the woman’s love for her partner and her feeling that he loved her was 
an overriding factor in her decision to remain in the relationship. Other women said, 
however, that realising they no longer loved their partner was a deciding factor in their 
decision to leave.
Experiences of Therapy
All of the women interviewed reported having at least tried some kind of therapy. 
Seven had been to an individual therapist, and six had tried marital therapy. One 
woman had also been to a support group. Only three of the participants had continued 
to go for therapy for a period of more than three months, however, and in all three 
cases it was individual therapy with which they persisted.
Some of the women reported that they had decided to see a therapist directly because 
of their experiences associated with their partner’s infidelity. Most of the others said 
they went because of more general relationship issues. A minority said they went with
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the intention of working on their general self-development. Most, however, said they 
had at least talked about their partner’s infidelity to their therapist.
Knowledge of Therapist’s Qualifications. Different Types of Therapy and Choiceof 
Therapist
Only one of the participants said she knew that her therapist was accredited and that 
this had been an important factor in her choice of therapist. With the exception of 
three women who had seen Psychiatrists and Psychiatric Nurses, most of the 
interviewees were unsure whether they had seen a Counsellor, a Psychiatrist or a 
Psychologist. Most did not know whether the therapist was qualified, chartered or 
accredited. In most cases the women had either been given a referral to see someone 
through their GP or had located the therapist through a telephone directory or 
newspaper.
Participants demonstrated very little knowledge about what therapy involves and about 
different types of therapy.
Attitudes Towards Therapy
Many of the participants said they felt they “should be able to cope with their 
problems on their own. " Some said they had not considered individual therapy for 
these reasons. Often these same people said at the end of the interview, however, that 
they had found it very therapeutic to have talked about their experiences with the 
researcher. However, they did not make any connection with therapy. Some 
participants who had not found therapy helpful maintained negative attitudes towards 
it, whereas some changed their views having had positive experiences of it 
subsequently.
Individual Therapy
Some participants said they had no specific aims when seeking therapy whereas others 
had ideas about what they would like to achieve. One woman said:
“I  just knew I  had to do something. ”
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Reported benefits of therapy included it being refreshing to be able to talk to someone 
who does not seem judgmental, the therapist’s ability to make connections with things 
which have been said previously and help with clarifying feelings. Complaints included 
the lack of direction and advice given in some cases and a feeling of having been told 
what to do in others. A few women reported having felt obliged to talk about painfril 
issues and one woman complained that it just “dragged it all up again.
Marital Therapy
None of the participants reported having had positive experiences of marital therapy. 
In a number of cases, however, they said they had gone too late and the therapy would 
have been useful some time ago. Reasons for it being too late included their feeling 
that they no longer loved their partner or that they had already made their decision to 
leave. As one participant commented when talking about the usefulness of marital 
therapy:
“I f  you’ve come to terms with things [  ]  i f  i t ’s not what you want , 
there’s no point in going to see anybody because you are just wasting all 
this time. You’ve got to go with an open mind, like, I f  we did this, it could 
work. ”
In these cases the women had gone to the therapy to please their partners or convince 
themselves they had made every possible effort to save the relationship.
Support Groups
The participant who had attended a support group said she had found the experience 
very helpful because of the opportunity it had provided to talk to others who were in a 
similar position. She reported having been able to make social comparisons which 
enhanced her self-esteem and self-efficacy and also said she had obtained reassurance 
about the future. She said:
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“You can feel superior to the ones who are still wallowing in the depths o f 
despair. I f  you are one step forward than that you can feel good about it 
because you know that you were there and it's possible to get here and you 
can look at the ones who are a couple o f stages ahead o f you and think 
Well they must have been like I  was and now they are there, so therefore it's 
possible for me to get there too. '”
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DISCUSSION
In terms of the three theoretical frameworks considered, in general, attribution patterns 
and coping resources had greater influence on reactions women reported to finding out 
about their partner’s infidelity and on their ability to cope with these reactions. 
Identities which the women had adopted had greater influence on the decision-making 
process regarding whether to stay in or end the relationship.
As regards attribution patterns, all the participants blamed at least one person for the 
infidelity. In accordance with the literature (for example, Brannen and Collard, 1982), 
in many cases the attribution patterns adopted did influence their ability to deal with 
finding out about the infidelity. Many of the women adopted Brannen and Collard’s 
first attribution pattern, whereby difficulties are attributed to oneself or one’s partner. 
Reactions varied, however, depending on which of the two she blamed suggesting that 
perhaps these should be two separate attribution patterns. Blaming the partner for 
being “an unfaithful type of person” or for acting in a certain way because of cultural 
values led to the women experiencing less reduction in self-esteem than those who 
blamed themselves, most likely because in making such attributions the participants 
absolved themselves of any responsibility. This did not reduce the distress experienced 
in all cases, however, as the lack of perceived control they had over the situation 
resulting from their lack of responsibility was an upsetting factor for some participants. 
In some cases it may have been too painful for the woman to look at her own possible 
contributions to the scenario and an attribution pattern of this kind may have acted as a 
defence. Such women may have constructed themselves as blameless and wronged in 
order to protect their self-esteem.
No participants adopted Brannen and Collard’s second attribution pattern and denied 
there had been any difficulties at all. None of them attributed the difficulties to 
external events as suggested in their third attribution pattern, although some of them 
attributed blame to the third party, that is, “the other woman.” This may have served 
the protective function of allowing the participants to place all the blame outside of the 
relationship, perhaps making it easier for them to remain in their relationships. One 
participant hinted that she had adopted the final attribution pattern and to some extent
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was regarding the infidelity as “normal.” When talking about the importance of fidelity 
she said that it “does happen” in some relationships. Normalising the problem seemed 
to decrease its magnitude and therefore helped her deal with the experience.
In working with clients whose partners have had a relationship with someone else, an 
awareness of the different possible attribution patterns they may adopt and the effects 
of such patterns on self-esteem and distress levels would seem important in order to 
enhance empathie understanding. Care should be exerted in challenging attribution 
patterns as they may be serving a protective function. Challenging such defences too 
hastily could cause sudden distress.
In accordance with the general literature on coping with stress, the participants 
emphasised social support as an important resource for coping. Three of the four types 
of social support suggested by Wills (1985) were evident in the data. Several had 
received “esteem support” as they said that friends had provided them with 
encouragement which had boosted their self-esteem. Others talked about having 
friends to go out with and therefore they had received support in the form of “social 
companionship.” Some participants implied they had received “instrumental support” 
when they talked about the practical help that relatives had provided, for example, by 
looking after children.
It would seem beneficial for Counselling Psychologists to be aware of the different 
kinds of support which have appeared to be useful in helping women cope with their 
experiences of their partner’s infidelity. Solution-focused interventions could be 
incorporated into the therapy to encourage such clients to seek particular kinds of 
support.
A coping strategy which seemed to be more specific to the participants in this research 
project was the active seeking of new romantic relationships. It would seem possible, 
however, that this strategy may not always be beneficial if put into action before the 
person has dealt with issues associated with the relationship in which their partner was 
unfaithful.
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In terms of literature relating to identity, the findings of this study were consistent with 
those of Hagestad and Smyer (1982). The establishment of a strong identity as part of 
a couple or as a mother was suggested as a deterrent factor in terms of ending the 
relationship. In many cases restrictions resulted from those identities, for example, 
some women were financially or emotionally dependent on their partners which made 
it difficult to chose to leave the relationship. Concerns about the children were 
prevalent in the decision-making process.
Only one participant ended the relationship with her partner as a direct result of his 
infidelity, although a few said they had ended relationships in the past for this reason. 
The participant who ended the relationship was the youngest who had no children. 
Age, stage of life and independence were quoted as important influences on such a 
decision. In accordance with ideas put forward by Reed (1970), the participants 
suggested that as they grew older and had children, they became more dependent on 
their relationship.
In working with clients who are considering whether to remain in or end their 
relationship following a partner’s infidelity, it may be useful to explore their identities 
and roles within the relationship. This may help increase their awareness of factors 
which may be influencing their decisions. In some cases it may be appropriate to 
challenge pre-conceived notions about identities and roles, although this must be done 
with care.
It was interesting to note that most of the participants were aged between 35 and 45. 
All the women except the youngest had children and referred to a mcu'itcil relationship 
in which their partner had been unfaithful. A point to consider might be whether 
married women between the ages of 35 and 45 who have children are a group who are 
particularly vulnerable to the kinds of experiences that have been described or whether 
these experiences are typical for women who have experienced sexual infidelity. It 
would be interesting in future research to interview more women who have not been
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married and who do not have children in order to see if the issues presented were of a 
different nature.
All participants in this study said that fidelity was for them an important aspect of 
relationships and therefore the experiences they talked about were of significance to 
them. It would seem likely that this would affect the data as someone to whom fidelity 
is not important would be likely to react less to such an experience and it would 
perhaps have less severe implications for them. It would be interesting to consider 
whether fidelity is such an important aspect of relationships for most women or 
whether the women who volunteered to take part in this study did so because they 
rated it particularly highly.
In studies where participants have been asked to respond to hypothetical scenarios, 
women have tended to equate the sexual infidelity with love and emotions whereas 
men have attached sexual meanings to it. (for example. Glass and Wright, 1992, 
Kitzinger and Powell, 1995). In this study, however, women provided a number of 
different possible explanations for their partner’s infidelity, including explanations 
relating to sexual intercourse. The partners had been reported to have also provided a 
range of explanations, however, focusing on emotional issues, such as love for “the 
other woman” as well as reasons relating to sex. For many of the women in this study, 
“love” did, however, seem to be an important aspect of relationships. For some, the 
degree to which they loved their partners affected the level of distress they experienced 
on finding out about the infidelity, whereas for others the distress was influenced by his 
depth of feelings for “the other woman”.
It would appear important for Counselling Psychologists to be aware of the influence 
that feelings for another person may have on the clients reactions and decision-making 
processes so that they can respond empathically.
An awareness of other factors which in this study have influenced women s reactions 
to finding out about their partner’s infidelity could also increase empathie
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understanding, for example, their prior perceptions of the quality of the relationship 
and their knowledge about "the other woman”.
All of the women had attended some kind of therapy and all had at some time 
discussed their experiences of their partner’s infidelity in the therapy. The extent to 
which they had entered into therapy for this reason varied, however. In general the 
participants had very little knowledge about different kinds of therapists and about 
what therapy involves. Their knowledge regarding qualifications, chartership and 
accreditation was very limited. This suggests that wider publicity about such issues 
would be beneficial and would lead to women having the ability to make an informed 
choice about the kind of therapist and therapy they would like. Some of the 
participants had negative attitudes towards therapy which were confirmed by bad 
experiences they subsequently had. Greater publicity and the ability to make informed 
choices could reduce such occurrences.
Some participants reported finding individual therapy very helpful. However, there 
were no positive reports of marital therapy. All the couples had attended therapy as a 
last resort and all the women suggested that it had been too late, for example, because 
they had already made their decision by then. The implication of this is that the point 
at which marital therapy may be more useful is at a much earlier stage in the 
deterioration of the relationship. It would seem important that the clients have an open 
mind and are attending the therapy in order to look at what is happening in the 
relationship. The participants in this study seemed to use it as a means of feeling better 
about ending the relationship as they then felt they had "tried” everything. Wider 
information about marital therapy may mean that couples take advantage of it at earlier 
stages in their relationship.
The benefits reported by the participant who had attended support groups perhaps 
suggest that group therapy may be an area which could be developed for people 
struggling with relationship difficulties.
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Throughout this discussion, issues and concerns have been highlighted which heighten 
knowledge of this client group. The more knowledge the Counselling Psychologist has 
about the client group, the greater the empathie potential as an awareness of associated 
issues, concerns and processes will have been developed. Counselling Psychology 
models can be applied to relationship issues associated with sexual infidelity and 
techniques for couple and individual work can be adapted. Some recommendations 
have been suggested for both types of work as there is a deficit in the literature relating 
to individual work with this client group. In this study there was an emphasis on 
eliciting process information from the interview and most of the questions asked were 
similar to questions which could be asked in therapeutic practice. The interpretative 
and phenomenological emphasis adopted in the analysis of the data is an important 
aspect of the ethos of Counselling Psychology.
Further research could focus on men’s experiences of their partners’ sexual infidelity 
and comparisons could be drawn with this study.
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APPENDIX 1 - CONSENT FORM TO TAKE PART IN  THE RESEARCH
CONSENT FORM
My name is Jill Owen and I am currently a second year trainee on the PsychD course in 
Psychotherapeutic and Counselling Psychology at Surrey University. At present I am 
carrying out a research project in order to investigate the experiences of women who 
have been or are in a relationship where their partner has at some time had a sexual 
relationship with someone else. My research work is being supervised by a 
psychologist at the university.
If you have had an experience of the kind described above, your co-operation in this 
project would be very much appreciated. If you decide to participate I will interview 
you about issues associated with your experiences and the interview will be recorded 
onto audio tape. The recording will then be transcribed and the tape will be destroyed. 
Information on the transcript will be treated in the strictest confidence and when cited 
in the research, personal details will be altered. Your name will not be cited anywhere 
and if I quote information provided by you it will be presented in such a way that it will 
not be identifiable, for example, names of people and places will be changed.
I will be happy to answer any questions you have about the research project. I would 
also like to inform you that you have the right to withdraw from the interview process 
at any time should you wish to do so.
Thank you very much for your time and attention.
Signature of Participant:
Date:
Signature of Researcher:
Date:
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APPENDIX 2 - INTERVIEW  SCHEDULE
INTERVIEW SCHEDULE
Ethnicity-
Some general questions to start with:
Do you mind telling me how old you are?
What is your nationality?
What is your religion?
Are you working at present?
(If yes-) What is your occupation?
What is your current marital status?
(If needs prompting-) For example, are you married, divorced, separated, cohabiting, 
living apart from your partner or single?
How many children do you have?
How old are they?
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The purpose of my research is to explore the experiences of women who have been or 
are in a relationship where their partner has at some time had a sexual relationship with 
someone else. I understand you have had an experience of this kind and I wonder if 
you could begin by telling me in your own words, a little bit about what happened.
(If participant uses a term for sexual infidelity-) You used the term {e.g. adultery) / 
You said your partner had been {e.g. unfaithful) - in the questions I am going to ask 
you, is that the term you would find most appropriate for me to use when asking about 
your partner’s {if participant has said who their partner had a sexual relationship 
with) relationship with —  / {otherwise) relationship with someone else?
{If participant does not use a particular term-) In the questions I am going to ask you, 
what term would you find most appropriate for me to use when referring to your 
partner’s relationship with —  / someone else, (for example, unfaithfulness, adultery, 
adultery, having an affair...?)
The following questions may he omitted i f  the participant has already provided 
answers to them. The terms “unfaithful” and “infidelity” used in these questions can 
he changed depending on the term(s) chosen by the participant.
If in cohabiting relationship at present: I see you are currently married / living with 
your partner, was it in this relationship that your partner was unfaithful?
(If not-) How long ago is it since your relationship with your unfaithful partner ended? 
If still in cohabiting relationship in which infidelity took place:
How long have you been in this relationship?
Do you feel there have been any changes in your relationship as a result of your 
partner’s infidelity or would you say things have remained the same?
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If yes:
What kinds of changes have taken place?
Could you say a bit more about that?
Would you say there have been any other factors which may also have contributed to 
this change / these changes or do you feel it has / they have all occurred as a result of 
your partner’s infidelity?
If no:
Why do think that your partner’s infidelity has not changed your relationship in any 
way?
I f  not answered above-
How would you describe the quality of your relationship in general, for example, 
would you say you get on well, do you argue...?
Would you say this has changed at all over the time you have been together or has it 
tended to remain the same?
(If yes-) What factors would you say have contributed this / these change(s)?
To what extent do you feel you are able to offer each other emotional support in the 
relationship?
Has this changed at all over the time you have been together or not?
(If yes-) What factors do you feel have contributed to this change?
Do you perceive there to be equality in your relationship with your partner / husband 
or do you consider one of you to be more dominant?
In what ways?
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What makes you say that?
Has there been any change in this over time?
What factors do you feel have contributed to this change?
Who makes most of the decisions in the relationship?
What kinds of decisions?
Has this always been the case?
{If appropriate-) Could you say some more about why you feel this has changed?
How much importance would you say you attach to your role as a wife / partner / 
mother?
In what ways?
Can you say some more about that?
Has this changed over the time you have been in this relationship?
{Ifyes-fNhtit would you say has led to this change / these changes?
(If participant works-) How much importance would you say you attach to your career 
/job?
Can you say some more about that?
(Outside of work,) how much of your time would you say you spend with your 
partner/ husband / family?
Has this increased, decreased or remained the same over the time you have been 
together?
How do you usually spend this time?
Can you say some more about that?
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Can you give me some examples?
Would you say you have any hobbies or interests which do not involve your partner / 
husband?
Can you tell me some more about that?
How much time do you spend on these in an average month?
How happy are you with this situation?
Has the amount of time you spend on your own interests changed over the time you 
have been in this relationship?
{If yes-) To what extent, if any, has this led to changes in the way you see yourself?
(If needs prompting- For example to what extent has it led to changes in your self­
esteem or self-worth?)
Can you say some more about that?
To what extent do you socialise with others separately from your partner / husband?
Can you say some more about this?
How often would you say you do this?
How happy are you with this situation?
Has the extent to which you socialise separately from your partner / husband changed 
over the time you have been together?
To what extent, if any, has this changed how you view yourself??
Can you say some more about this?
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What would you say you gain from socialising outside of your relationship, for 
example, are your friend(s) / family emotionally supportive during difficult times, are 
they good company, do you offer each other advice or is it a combination of these 
things?
Could you tell me about the nature of your partner’s / husband’s infidelity, for 
example, did it happen on a one-off occasion, did it continue over a period of time, is it 
ongoing...?
(If appropriate-) How long ago did this occur?
Has your partner’s infidelity always occurred with the same partner or has more than 
one partner been involved?
What made you suspect your partner’s infidelity?
How did you feel when you started to suspect / found out?
Sometimes woman experience a change in the way they view themselves on finding out 
that their husband / partner has been unfaithful (for example, a reduction of self­
esteem), others feel their partner’s behaviour is no reflection on them, to what extent, 
if any, would you say there was / has been a change in the way you saw / see yourself?
Did you broach / have you broached the situation with your partner / husband?
If so:
How did he react? (If needs prompting: e.g. did he deny it, did he seem angry, did he 
apologise...?)
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Did he give you any explanation?
{If appropriate-) How did you feel about this explanation?
Some women whose partners have been unfaithful blame their partners for what has 
happened, others blame themselves, whereas others blame the woman with whom their 
husband was unfaithful. At the time of the infidelity, did you find yourself blaming 
anyone for the situation?
{If appropriate-) What aspects of his / her / your behaviour do you perceive as having 
given you cause for blame?
Did you think of any other reasons why the infidelity was / is taking / took place?
Have your views on this changed over time?
What factors do you think have affected your views?
In what ways have they affected them?
Some people regard fidelity as a very important aspect of relationships whereas others 
attach less importance to it. How important is it to you in a relationship?
What makes you say that?
{If need to ask some more-) To what extent, if any, do religious or moral values 
contribute to your views on infidelity?
Has a partner ever been sexually unfaithful to you in the past?
(If yes-) Can you tell me some more about that?
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Would you say there are any similarities between that / those experiences and the 
experience we have been talking about?
Could you give some examples?
Could you say some more about that?
Would you say there are any differences?
Could you give some examples?
Could you say some more about that?
Would you say this previous experience has influenced how you feel or felt about your 
partner’s infidelity?
Have you ever been sexually unfaithful to your current partner?
(If yes-) Could you say some more about that?
How did you feel at the time when you were being unfaithful?
{If needs prompting- for example, did you feel guilty, excited, happy, uncertain....?)
What factors would you say contributed to your decision to have a relationship with 
someone else?
(If no-) Have you ever been unfaithful to a partner in a previous relationship?
(If yes-)Co\x\à you say some more about that?
What factors would you say influenced your decision to have a relationship with 
someone else?
How did you feel at the time when you were being unfaithful?
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(If needs prompting- for example, did you feel guilty, excited, happy, uncertain...?)
(If yes to either question on fidelity-) Would you say your own experience of being 
unfaithful to your / a partner has influenced how you feel or felt about your partner’s 
infidelity or does it feel as if there is no connection between the two events?
Have you ever contemplated leaving your current relationship or has this not been an 
option you have considered?
If no;
What are the factors which make you want to remain in the relationship?
(Ignore next four questions)
If yes:
What factors did you consider while you were deciding to stay or leave?
Did you discuss this with your partner / husband?
How did you find discussing the situation with him? (If needs prompting: e.g. did you 
find it stressful, difficult, frustrating, helpful, supportive?)
(If has children-) I see you have x children, have they been a factor in your decision as 
to whether to stay with your partner or have you considered them to be a separate 
issue?
(If had attributed some blame to self-) You mentioned that you blame yourself for ..., 
do you plan to / have you changed your behaviour in the relationship in any ways? (If 
needs prompting: In what ways?)
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(If had attributed some blame to partner-) Has your partner agreed / did your partner 
agree to make any changes to his behaviour in the relationship? (If needs prompting: in 
what ways?)
(if not-) To what extent are you happy with that situation?
(If current-) How do you hope the changes you / he / you both are planning to make 
will change the quality of your relationship?
(If in past-) Have you / he successfully maintained the changes you hoped to make?
(If no-) What do you think has stopped you / him from carrying out the changes?
(If yes-) In what ways do you feel these changes have altered the quality of your 
relationship?
In general, how happy would you say you currently are in your relationship with your 
partner / husband?
Would you say this is more, less or the same as in the past?
(If appropriate) In general, what factors would you say have contributed to your 
increased / decreased happiness.
How happy would you say your husband / partner currently is in your relationship?
What makes you say that?
How do you feel about that?
Would you say this is more, less or the same as in the past?
How happy do you think he perceives you to be?
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What makes you say that?
{If appropriate to previous answers-) Do you think you are likely to consider leaving 
in the future or is this not an option you are likely to consider?
If not in relationship at present: You said you are single / divorced / separated / not 
in a relationship at present, how long ago is it since your relationship with your 
unfaithful partner ended?
If no longer in cohabiting relationship in which infidelity took place:
How long were you in the relationship in which your partner was unfaithful?
How long had you been together when you found out he had been / was being 
unfaithful?
Would you say that the relationship changed at all as a result of your partner/’s 
infidelity or did things seem to remain the same?
If yes:
What kinds of changes took place?
Could you say a bit more about that?
Would you say there were any other factors which may also have contributed to this 
change / these changes or do you feel it / they all occurred as a result of your partner’s 
infidelity?
If not:
Why do you think that your partner’s infidelity did not change the relationship in any 
way?
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I f  not answered above-
How would you describe the quality of the relationship in general, for example, would 
you say you got on well, did you argue...?
Would you say this changed at all over the time you were together or did it tend to 
remain the same?
{If yes-) What factors would you say contributed to this / these change(s)?
To what extent did you feel you were able to offer each other emotional support in the 
relationship?
Did this change over the time you were together or not?
(If yes-) What factors do you feel contributed to this change?
Do you feel there was equality in that relationship or do you consider that either you or 
your husband / partner was more dominant?
In what ways?
What makes you say that?
Was there any change in this over time?
What factors do you feel contributed to this change?
Who made most of the decisions in the relationship?
What kinds of decisions?
Was this always the case?
(If appropriate-) Could you say some more about why you feel this changed?
How much importance would you say you attached to your role as a wife / partner / 
mother at that time?
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In what ways?
Can you say some more about that?
Did this change over the time you were in that relationship?
(If yes-) What would you say led to this change / these changes?
(If participant works-) How much importance would you say you attached to your 
career / job at that time?
Can you say some more about that?
(Outside of work,) how much of your time would you say you spent with your partner 
/ husband / family?
Did this increase, decrease or remain the same over the time you were together?
How did you usually spend that time?
Can you say some more about that?
Can you give me some examples?
Did you have any hobbies or interests which did not involve your partner / husband? 
Can you tell me some more about that?
How much time did you spend on these in an average month?
How happy were you with that situation?
Did the amount of time you spend on your own interests change over the time you 
were in that relationship?
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(If yes) To what extent, if any, did this lead to changes in the way you viewed 
yourself?
(If needs prompting- For example, to what extent did it lead to changes in your self­
esteem or self-worth?)
Can you say some more about that?
Since separating from your partner / husband, would you say you spend more, less or 
the same amount of time on interests of your own?
(If more or less-) Can you say what you feel has led to this increase / decrease?
How do you feel about this increase / decrease?
To what extent, if any, has this affected your self-esteem?
To what extent did you socialise with others separately from your partner / husband in 
the relationship we have been talking about?
Can you say some more about this?
How often would you say you did this?
How happy were you with that situation?
Did the extent to which you socialised separately from your partner / husband change 
over the time you were together?
(IfyesJQan you say what led to this change?
How did you feel about the change?
To what extent, if any, did this change the way you viewed yourself?
What would you say you gained from socialising outside of your relationship, for 
example, were your friend(s) / family emotionally supportive during difficult times, 
were they good company, did you offer each other advice or was it a combination of 
these things?
178
Since separating from your partner / husband, would you say you spend more, less or 
the same amount of time socialising with friends or family of your own?
{If yes-) How do you feel about this increase / decrease?
To what extent, if any, has this changed the way you see yourself?
Has the nature of the socialising changed at all, for example, do you go out more 
often, do you talk more etc.?
Could you tell me about the nature of your ex-partner’s / ex-husband’s infidelity, for 
example, did it happen on a one-off occasion, did it continue over a period of time, is 
he still with that partner now?
(If appropriate-) How long ago did this occur?
Did your partner’s infidelity always occur with the same partner or was there more 
than one partner involved?
What made you suspect your partner’s infidelity?
How did you feel when you started to suspect / found out?
Sometimes woman experience changes in the way they view themselves on finding out 
that their husband / partner has been unfaithful, others feel their partner’s behaviour is 
no reflection on them, to what extent, if any, would you say there was a change in the 
way you saw yourself?
Did you broach the situation with your partner / husband?
If so:
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How did he react? {If needs prompting: e.g. did he deny it, did he seem angry, did he 
apologise...?)
Did he give you any explanation?
(If appropriate-) How did you feel about this explanation?
Some women whose partners have been unfaithful blame their partners for what has 
happened, others blame themselves, whereas others blame the woman with whom their 
husband was unfaithful. At the time of the infidelity, did you find yourself blaming 
anyone for the situation?
(If appropriate-) What aspects of his / her / your behaviour did you perceive as having 
given you cause for blame?
Did you think of any other reasons why the infidelity was taking / took place?
Did your views on this change over time?
What were the factors which affected your views?
In what ways did they affect them?
Some people regard fidelity as a very important aspect of relationships whereas others 
attach less importance to it. How important is it to you in a relationship?
What makes you say that?
(If need to ask some more-) To what extent, if any, do religious or moral values 
contribute to your views on fidelity?
Before this relationship, had any partner ever been sexually unfaithful to you?
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(Ifyes-)
Can you tell me some more about that?
Would you say there were any similarities between that / those experiences and the 
experience we have been talking about?
Could you give some examples?
Could you say some more about that?
Would you say there were any differences?
Could you give some examples?
Could you say some more about that?
Would you say this previous experience influenced how you felt about your more 
recent partner’s infidelity?
Have you ever been sexually unfaithful to any partner?
(If yes-) Could you say some more about that?
What factors would you say influenced your decision to have a relationship with 
someone else?
How did you feel at the time when you were being unfaithful?
(If needs prompting- for example, did you feel guilty, excited, happy, 
uncertain?)
(If yes to question on own infidelity- Would you say your own experience of being 
unfaithful to a partner influenced how you felt about your more recent partner’s 
infidelity or did it feel as if there was no connection between the two events?
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How long had you been in the relationship we have been talking about when you made 
the decision to separate from your partner / husband?
How long after that was it that you actually left?
(If had not left straight away-) What were your reasons for waiting weeks /
months / years before separating having already made the decision?
Did you, your partner, or both of you leave the home in which you had been living?
Could you tell me about how you made the decision to leave / separate from your 
partner?
What factors did you consider while making this decision?
Can you give some examples?
What do you feel were the main reasons you decided to leave?
Can you say some more about that?
How easy or difficult did you find this decision to make?
How did you feel while you were making it?
Did the degree to which you blamed yourself / your partner / the third party influence 
your decision or was this not an aspect you considered?
Did you discuss this with your partner / husband?
How did you find discussing the situation with him? (If needs prompting: e.g. Did you 
find it stressful, difficult, frustrating, helpful, supportive?)
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(If has children-) I see you have x children, were they a factor in your decision as to 
whether to stay with your partner / husband or did you consider them to be a separate 
issue?
Before making a decision to leave, some people go through a period of trying to 
improve or make changes in the relationship. Others do not feel this would help and 
make the decision more instantaneously. Do you feel there was a stage in your 
relationship in which either you or your partner tried to make changes?
If yes:
(If had attributed some blame to self-) You mentioned that you blamed yourself for 
..., to what extent, if any, did you try to change your behaviour in the relationship? (If 
needs prompting: In what ways?)
(If had attributed some blame to partner-) To what extent if any did your partner try 
to make any changes to his behaviour in the relationship? (If needs prompting: In what 
ways?)
How did you hope the changes you / h e /  you both planned to make would change the 
quality of your relationship?
To what extent did you / he successfully maintain the changes you hoped to make?
(If no-) What do you think stopped you / him from carrying out the changes?
(If yes-) In what ways, if any, do you feel these changes altered the quality of your 
relationship?
What aspects about leaving the relationship / separating, if any, did you find difficult?
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Were there any factors which made leaving easier?
Were there any factors which made it more difficult?
How were you feeling at the time of the separation?
(If appropriate to previous answer-) What strategies did you employ to help you cope? 
(If needs prompting-) For example, did you talk to a fiiend / relative, did you have 
means of relaxation, did you organise activities to take your mind off the situation?
How do you feel now compared to when you first left / separated?
(If there has been a change-) What do you think has brought about that change?
What would you say the main changes in your life have been since the relationship 
ended?
If now in new relationship:
Do you think that the experience of your partner’s infidelity that you have described 
has had any effect on how you view relationships?
(If yes-) What effects do you think it has had?
Would you say there are any differences between the relationship you are now in and 
the one we have been talking about?
Are there any similarities?
Some people who have had experiences such as yours try to behave differently or 
make changes when they start new relationships in order to avoid previous situations 
occurring again. Others feel no need to do so. Would you say either of these 
situations apply to you?
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All participants:
In order to help you deal with the difficulties caused by your (ex) partner’s infidelity, 
have you received any kind of formal counselling or therapy, either on your own or 
with your partner?
If yes:
Could you tell me a little about that?
(If appropriate, elicit information on the specific reasons for entering therapy, how 
they arranged to see a therapist, whether the therapist belonged to a particular 
organisation, how long they saw them for and how often.)
Before you began, what were you hoping you would be able to achieve through 
therapy?
Did you find the therapy useful?
(If yes-) What was it about it that you found most helpful?
(If no-) How could it have been more useful?
(Regardless o f whether or not they found it helpful-) Is there anything the therapist 
could have done to have made it (even) more helpful?
(If yes-) What could they have done?
(If no-) What makes you say that?
Do you feel yours aims for therapy were achieved?
(If yes-) Do you think this was due to the counselling or was it because of other 
factors?
(If other factors-) What other factors?
If has not had any therapy:
Did you ever think of seeking therapy to help you with your relationship difficulties?
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(If no-) Is that because you felt you were coping OK, was it because there’s something 
about therapy you are wary about or is there some other reason?
(If either o f latter two responses-) Could you say something more about that?
Can you think of anything which would have made you consider seeking therapy?
(I yes-) What made you consider therapy?
Why, in the end did you decide not to?
Finally, I’d like to ask you to reflect for a moment upon what it’s been like to take part 
in this interview. How has it felt, what have been the positive things about taking part 
in it and what have been the negative things?
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M EN’S  EXPERIENCES, REACTIONS AND DECISION-MAKING FOLLOWING 
THE DISCOVERY OF THEIR FEMALE PARTNERS’ SEXUAL INFIDELITY
ABSTRACT
This study explores the experiences of men who have been or are in a relationship 
where their female partner has at some time had a sexual relationship with another 
man. Interviews and self-completion questionnaires were used to elicit the data which 
were analysed using Interpretative Phenomenological Analysis (IPA). Two theoretical 
frameworks were considered in order to help make sense of the data, namely 
“attribution theory” and “stress and coping models.” The men’s personal accounts of 
their experiences suggested that their reactions to the discovery of their partner’s 
infidelity and their decisions regarding whether to remain in or end their relationship 
were influenced by the coping strategies they adopted and their patterns of attribution. 
Findings were discussed in terms of existing literature such as that relating to infidelity, 
jealousy and traditional gender roles. Comparisons were made with similar research 
which has explored the experiences of women following their male partners’ infidelity. 
Limitations of this study and implications for the practice of Counselling Psychology 
are discussed.
Key Words: sexual infidelity, reactions, decisions, attributions, coping strategies, 
counselling psychology.
189
INTRODUCTION
Although sexual infidelity has been the focus of a substantial amount of literature, most 
of the research to date has involved participants being asked to present their reactions 
to hypothetical scenarios in which sexual infidelity has occurred (for example, 
Thompson, 1982; Sheppard, Nelson and Andreoli-Mathie, 1995), being set story 
completion tasks also involving such scenarios (for example, Kitzinger and Powell, 
1995) or being asked to rate a list of suggested responses on a numerical scale (for 
example. White, 1981; Buunk, 1984; Mathes, Adams and Davies, 1985).
Most of the literature to date relating to people’s reactions to the discovery of a 
partner’s infidelity focuses on jealousy and the factors influencing the degree to which 
this emotion is experienced (for example. White, 1981; Buunk, 1982). As has been 
acknowledged by several writers (for example. White, 1981; Cano and O’Leary, 
1997), the concept of jealousy can encompass many emotions, such as sadness, anger 
and fear. Also, many of the studies to date have looked in to jealousy as resulting from 
situations in general (for example, Salovey and Rodin, 1988; Hansen, 1991) rather than 
focusing on that arising as a consequence of sexual infidelity.
Little research seems to have focused on the spontaneously reported experiences of 
people whose partners have had a sexual relationship with another person. Owen 
(1997) did conduct a qualitative enquiry in to such experiences but this was confined 
to the accounts of women who had endured a partner’s infidelity. It would seem 
possible that there may be gender differences in the reports of such experiences. Many 
authors have proposed that men and women have very different ideas about sexual 
relationships, maintaining that women often equate sexual intercourse with love, 
whereas men tend to regard sex and love as separate concepts (for example, see Penny, 
1989; Glass and Wright, 1992). Similarly, studies have suggested that in responding to 
hypothetical scenarios involving infidelity, men and women offer different 
representations of this infidelity. Men have tended to emphasise the sexual 
components whereas women have focused on emotional aspects (for example. Glass 
and Wright, 1992; Kitzinger and Powell, 1995).
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In recent years there have been social and political changes in gender roles as a result, 
for example, of feminism (Seidler, 1991; Porter, 1992), gay politics (Shepherd and 
Wallis, 1989; Morgan, 1992) and greater equality in occupational settings (Ehrenreich,
1983). Traditional male roles associated with providing for, protecting and exerting 
superiority over their dependent partners are therefore being threatened (Hollway,
1984). Men who still to some extent perceive their roles in this traditional sense may 
experience additional anguish following the realisation that their partner has been 
having a relationship with another man, perhaps regarding the experience as an affront 
to their masculinity.
In order that the findings of this study can be related back to mainstream psychology, 
two theoretical frameworks have been chosen for consideration to help make sense of 
the processes which emerge from the data. “Attribution theory” and “stress and 
coping models” have been chosen as the frameworks most likely to further 
understanding of the processes involved.
In terms of “attribution theory”, it has been proposed that a person’s ability to 
accommodate relationship difficulties is related to the processes by which they make 
attributions concerning their problems (for example, Brannen and Collard, 1982). 
Studies on jealousy have described more intense reactions when a person has made an 
attribution for their partner’s infidelity which reflects negatively on them or the 
relationship (Buunk, 1984). Less intense reactions have been reported following 
attributions relating to features of the partner’s personality, such as their need for 
excitement.
Extensive literature has proposed that men and women attach very different meanings 
to monogamy and fidelity and suggest different causes for infidelity (for example, 
Kitzinger and Powell, 1995). Hite (1981) has suggested that as a result of sexualising 
relationships, men can often justify their own infidelity as being a result of the “strong 
male sex drive”, a dominant aspect of discourse concerning sexuality (Hollway, 1984). 
According to Kitzinger and Powell (1995) this, however, leads to men questioning 
their own possible sexual shortcomings if their partner is unfaithful. Overlapping
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findings have resulted from studies by both White (1981) and Buunk (1984) with 
regards to sex differences in the relationship between intensity of jealousy and 
particular attributions. Among the attributions particularly associated with jealousy 
were for men those relating to sexual motives and for women, those associated with 
the rival’s personal characteristics.
As regards the framework of “stress and coping models”, a great deal of literature has 
suggested that men and women tend to cope with relationship stress in very different 
ways (for example. Gray, 1993). Traditional conceptions of coping strategies have 
regarded emotional expression as a sign of weakness and femininity (for example, 
O’Neil, 1974) whereas self-control and self-reliance have been regarded as masculine 
characteristics. Socialisation in accordance with traditional ideas of this kind may lead 
to a tendency for males to cope with distress alone and to suppress their emotions. 
Gray (1993) has suggested that women tend to emphasise emotional components of 
difficulties and find it helpful to talk to others about their problems. He suggests that 
men, on the other hand, are more likely to minimise the emotional component and to 
try to find more practical solutions to the problem. A number of authors (for example, 
Silverberg, 1984; Piccioni, 1992) have related this tendency to male reluctance to enter 
therapy.
The current study aims to expand on the work of Owen (1997) by exploring men’s 
spontaneous personal accounts of their experiences of their partner’s sexual infidelity. 
Tentative suggestions can then be made with regard to gender comparisons. With 
reference to the theoretical frameworks described, an exploration of the following 
research questions will be undertaken:
To what extent and in what ways are a man’s reactions to finding out about his 
partner’s infidelity and his decision to stay in or end the relationship influenced by:
a) the way in which he makes attributions about his partner’s sexual infidelity?
b) his coping strategies and resources?
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Some recommendations for therapeutic intervention will be discussed in the light of the 
findings. Most of the literature to date on the therapeutic handling of issues of sexual 
infidelity has focused on couple therapy (for example, see Peck, 1975; Smith, 1991) 
and family therapy (for example, Elbaum, 1981). This study will aim to inform 
therapists working with individuals as well as couples as Counselling Psychology 
approaches can be applied to both kinds of work with clients who are presenting issues 
relating to a partner’s infidelity.
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METHOD
It was decided that for participants to be eligible to take part in this study, the 
experience of finding out about a partner’s sexual infidelity must have occurred in the 
last five years so that it could be recollected easily. The participant must have 
cohabited with this partner for at least one year to ensure that it was a notable 
relationship. As the men’s decision-making processes were to be explored, men whose 
partners had made the decision to leave them were excluded from the study. Only men 
who were still with their partner or who had made a decision to end the relationship 
were included.
Most of the participants were recruited through a “snowballing” technique from the 
researcher’s social network. Fifteen men who had been identified as meeting the 
research criteria were approached. Six agreed to be interviewed, four said they were 
prepared to participate by means of a self-completion questionnaire in order to protect 
their anonymity and five refused to take part on the grounds that the memories revived 
would be too painful. The researcher had no pre-existing relationship with any of the 
participants.
Having agreed to take part in the study, participants signed a consent form (see. 
Appendices 1 and 2) which explained to them what participation in this research would 
involve and how their confidentiality would be protected. Six participants were 
interviewed and four completed a questionnaire. The interview schedule (see Appendix 
3) was developed to include the following main areas of content: information about the 
relationship in which the infidelity took place, perceptions of relationship roles, the 
nature of the infidelity, reactions to the discovery of the infidelity, coping strategies, 
attribution patterns, the decision-making process, experiences of therapy and 
experiences of taking part in the interview. A pilot interview was carried out with 
someone known to the researcher in order to check the coherence of the schedule. 
Although the format of the interview schedule was structured, the order of questioning 
was often changed depending on the material the particular participant presented. 
Sometimes questions were omitted if it was felt that a participant had answered them 
earlier. The interviews were recorded onto audiocassette and they lasted between one
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and one and a half-hours. After the interview, participants were offered one follow-up 
session with the researcher in order to help them deal with distress which may have 
resulted from the interview.
The interview was adapted to produce a questionnaire (see Appendix 5) and 
instructions were provided (see Appendix 4) to allow self-completion.
The interviews were transcribed verbatim and then the transcripts and completed 
questionnaires were read repeatedly. Interpretative Phenomenological Analysis (IPA; 
see Smith, Flowers and Osborne, 1997) was chosen as the most appropriate approach 
with which to analyse the data as IPA allows detailed consideration of qualitative data 
from a small sample. The researcher can engage with the data on a case by case basis 
but can also look for commonalities between cases. IPA also acknowledges the 
existence of the interpretative and phenomenological aspects of qualitative analysis 
when making sense of the data, which is consistent with the therapeutic philosophy of 
Counselling Psychology.
Initially, for each transcript and questionnaire, key words, phrases and explanations 
which the participants used were highlighted and then these were coded with key 
words or phrases which captured the essence of what was being said. These 
constituted emergent themes. The next stage involved looking for connections 
between the themes, both within and across transcripts. The themes were ordered 
coherently by clustering a number of them together and organising some hierarchically. 
In some cases a new, super-ordinate theme would be identified which would pull 
together a number of the emergent themes. The transcripts and questionnaires were 
then re-read to check that the connections between themes were relevant to the 
primary source material. For each theme, a file of transcript quotations was created. 
Although the emphasis is placed here on themes emerging from the data, an attempt 
was made to capture the meaning of the experience to each participant.
This process was inevitably subjective which raises issues relating to reliability. In IPA 
the researcher’s own frame of reference is explicitly used to arrive at interpretations
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and conclusions. This inevitably means different aspects of the same data may be 
highlighted by different researchers. In this case the researcher’s interpretative 
framework and her resulting focus in the analysis may have been influenced by her own 
experiences of situations involving infidelity both personally and as a therapist, her 
interest in the topic arising from such experiences and her knowledge of associated 
psychological frameworks. Issues relating to the theoretical frameworks, such as 
coping strategies and blame, or situations which were similar to events in the 
researcher’s experience may, for example, have appeared more salient to her in the 
data than issues relating to unfamiliar material. This potentially could have led to biases 
in the data which was chosen to be reported. The researcher’s position as a woman 
interviewing men about sensitive issues may also have influenced the style and 
openness of the responses and her interpretation of these. Although the researcher 
took prime responsibility for carrying out the analysis, a research supervisor constantly 
monitored this work to check that the themes and interpretations were representative 
of and supported by the data. Quotations from the raw data have also been presented 
here in order to substantiate interpretations made so the readers can evaluate the 
interpretative process for themselves.
In the following analysis, the themes presented were not necessarily identified in every 
transcript and in some cases different transcripts revealed conflicting themes. The 
frequency with which themes appeared in participants’ responses is only cited where 
the responses were replies to closed questions. Otherwise, the introduction of a 
quantitative component into a qualitative study could be problematic, as there are no 
pre-defined criteria for determining the extent to which themes must recur within 
responses before they are considered to be sufficiently notable to merit citation. The 
open-ended questions provoked such a variety of responses that a relatively small 
number of commonalities could be regarded as constituting a theme. Krueger (1988) 
advocated the deliberate exclusion of quantitative indices in the reporting of results 
from qualitative studies and suggested adjectival quantitative phrases be adopted 
instead. This approach is used in the reporting of themes which relate to responses to 
open questions.
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The illustrative quotations used provide the most articulate or most powerful examples 
of particular themes. In these quotations, the omission of material is indicated by 
empty square brackets. All names mentioned have been changed in order to ensure 
confidentiality.
197
ANALYSIS
Demographic Information
All ten participants were white, British men. Two participants were aged between 20 
and 30, three between 3 land 40, four between 41 and 50 and one between 51 and 60. 
All of the men interviewed were employed. Four described their work as managerial, 
two as manual, one worked in the literary field, one in the entertainment industry and 
two were self-employed in the service industry. Three of the participants reported that 
they were currently in the relationship in which the infidelity had occurred and the 
other seven stated that they had previously ended the relationship. Of the seven who 
were no longer in the relationship with their unfaithful partner, six reported that they 
were now in another relationship. All except one of the men said that they had 
children and that the infidelity had occurred in a marital relationship.
Nature of the Infidelity
Most of the participants chose the term “unfaithfulness” or “affair” to refer to their 
partner’s relationship with another man although the terms “infidelity” and “cheating” 
were also used. These terms will be used in this presentation of the analysis from here 
onwards.
Eight of the men reported that their partners had only had one relationship with 
another man whereas the other two maintained that their partners had been unfaithful 
with a number of men. Only one participant claimed that the infidelity had been a “one 
night stand” and in all the other cases the affairs were said to have continued over 
several months or years.
Some of the men said that their partners had told them about their affairs, a few had 
been informed by other people, some had found out by accident but most said they had 
made deliberate attempts to find out following suspicions.
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Reactions to Finding Out About a Partner’s Infidelity
Many participants said they felt "devastated", "distraught”, “heartbroken”, "deeply 
hurt” or “gutted” following the realisation that their partner had been having a 
relationship with another man. Others talked about reactions of "anger”, 
“humiliation”, "feeling let down” or " betrayed” “Confusion”, "disbelief’, 
“bewilderment” and "disgust” were also reported in some cases.
A number of factors were reported to have influenced the reactions the participants 
experienced when they discovered that their partner was having a relationship with 
another man:
Perception of the Quality of the Relationship Prior to Finding Out About the Infidelity
Most of the participants reported not having been aware that there were difficulties in 
their relationship prior to the infidelity taking place. Some said that even though there 
had been minor problems, they were not of an extent to make having an affair 
justifiable. Such prior perceptions of the relationship were reported to have led to 
reactions such as “devastation”, “feeling heartbroken” and “anger” on finding out 
about the infidelity. Perceptions of having been able to trust a partner were often said 
to have led to additional reactions associated with “betrayal” and “feeling let down”. 
Some participants who reported having trusted their partners emphasised a social 
element and suggested they had been made to look foolish within their social group. 
The following quotation illustrates the above points:
“The reason I  fe lt heartbroken and so betrayed was that I  had trusted her 
implicitly and never thought that anything like that would happen. I  fe lt like 
she ’d  made a bit o f a fool out o f me actually” (Simon).
A few of the men said that their relationship was “dead” at the point when their 
partners had started being unfaithful. Prior perceptions of this kind tended to be 
reported in association with reactions of “humiliation” and “anger”. In such cases.
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because the relationship was no longer valued, concerns relating to the social element 
were often said to be stronger than those associated with the relationship itself, for 
example:
“I  fe lt disgusted, but it was just because o f pride because there was nothing 
between us anymore. Just knowing that mutual acquaintances would know 
about her infidelity and that I  would be the object ofpity or even jokes” (Bill).
Love and Feelings for their Partner
Many of the participants said they had loved their partners. As also reported by some 
of the women in the Owen (1997) study, such feelings were associated with much 
stronger emotional reactions of distress on finding out about the infidelity than in cases 
where the man did not report having strong feelings for his partner. The following 
remarks made by Clive provide an illustration of this:
“I  was devastated, suicidal I  still can Y get over it because, well, I  loved her. 
[ ]  I  know it sounds trite but my ex-wife was the love o f my life ”.
Level of Importance Attached bv Participant to Fidelity
Most of the participants stated that fidelity is very important to them in relationships. 
Only a few of the men said fidelity was not of great importance or that “there is more 
to marriage” (Phil). Consequently for them the reported distress on finding out 
tended not to be as intense as for the others. Those who attached less importance to 
fidelity tended to say they were more concerned with whether their partners were 
going to leave them than with the infidelity itself.
Only one of the participants reported having had an affair prior to his partner’s 
relationship with a third party. Three, however, said they had been unfaithful once 
they had learned of their partner’s infidelity, either as a means of coping or because 
they considered the relationship to be over. None of the participants said that their
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reactions to finding out about their partner’s affair had been influenced by previous 
experiences of infidelity.
Means of Finding Out About The Infidelity
Some of the participants suggested that they would have been less distressed by their 
partner’s infidelity if she had told them about it at an early stage. Many said that the 
hurt they felt was compounded and they felt more ‘let down”, “angry” and “betrayed” 
by the fact that their partner had lied, failed to tell them or denied what was going on. 
As Tom explained:
“It was probably the lying and the way I  fe lt I  was deceived at the time which 
was hurtful more than anything, because she kept on denying anything was 
going on, and it was blatantly obvious that something had happened [  ]  I  
think i f  she ’d  openly admitted it without all the probing I  think I ’d  have been 
able to handle it a bit better because at least I  wouldn’t have fe lt so 
deceived”.
Another who said he had suspected nothing about his wife’s infidelity and was making 
decisions as regards their future together said:
“Ife lt hurt, betrayed [  ]  she let me go in and have a vasectomy done. [  ]  
She could have said something to me and I  could have put it off. [  ]  For 
that little one she isn’tforgiven” (Michael).
Some of the participants who had emphasised social factors and who had reported 
feeling humiliated said that “being the last to know” (Simon) compounded this feeling.
A few men reported that finding out about the infidelity by actually hearing or seeing 
their partner interacting with the other man had led to greater distress because it 
fuelled their fantasies about the relationship. An illustration of this is provided by 
James who said he had heard a telephone conversation between his wife and her lover
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because his young child had accidentally pressed the answerphone button and recorded 
it:
“It was the fact that I  actually heard her and I  just couldn *t get her words, her 
tone o f voice and the thought o f them in bed together out o f my mind [  ]  I  
imagined their encounters in bed over and over again until I  was making 
myself ill”.
Similarly, some of the women interviewed by Owen (1997) described greater distress 
when knowledge of the other woman enriched their fantasies relating to the infidelity. 
A possible explanation for this finding could be that having actual knowledge of this 
kind may make it difficult to employ defensive coping strategies associated with 
repressing thoughts and fantasies relating to the affair. Such strategies will be 
discussed later.
Blame and Explanations
The partner’s explanation
In many cases the partner was said not to have given any explanation for their infidelity 
which tended to leave the participant feeling confused. In a few cases she reportedly 
had said she did not love him any more or that she loved the man with whom she was 
having an affair. The majority of participants said that it was easier for them to cope 
with the situation if they believed their partner had stronger feelings for them than for 
the man with whom they had been unfaithful. A few men, however, said they had 
found it more distressing if their partner had not loved the other man because their 
feelings had been sacrificed for an affair which did not mean anything:
“Betraying me for pure lust and excitement and in some ways it really didn’t 
mean that much to her - that made it worse ” (James).
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Some of the women reportedly had blamed the lack of attention they had received 
from their partners. Most of the men in that situation said they accepted the 
explanation to some extent but felt it did not justify the infidelity:
“I  hardly fe lt this was an excuse to jump into bed with someone else ” (Bill).
The Participant’s Explanation
Some participants reported that they had no idea why the infidelity had occurred which 
left them feeling very confused and bewildered.
Most of the men said they blamed their partner for the infidelity. Some participants 
suggested that their partners had been unfaithful because they were unhappy with their 
financial situation and that the men with whom they had the affair had been able to 
provide a more ostentatious lifestyle. As Neil explained:
“She had financial ideals which I  couldn’t live up to. She wanted to live the 
high life and he was happy to throw money around and give her things I  
couldn’t so there you are
In some cases the men seemed to be constructing their partners as materialistic 
hedonists, blaming the associated character traits as being the cause of the infidelity. 
Some of the women interviewed by Owen (1997) also spoke of character traits when 
blaming their partners, suggesting there is an Unfaithful type of person.” Research on 
jealousy and attribution patterns (for example, Buunk, 1984) has suggested that 
attributions a person makes relating to their unfaithful partner’s character are 
associated with less intense jealousy reactions than those they make which reflect on 
them. It would seem that by blaming an aspect of their partner’s personality, the 
innocent partner is constructing an account of what happened which deflects the 
responsibility away from himself. Harvey, Weber and Orbuch (1990) suggest that one 
psychological function of creating accounts of this kind is to promote self-esteem. In 
forming an account whereby the innocent partner presents himself in a more positive
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light than the unfaithful partner, self-esteem is most likely at least maintained. Indeed, 
one participant reported that his self-esteem and self-efficacy had increased because he 
felt he had looked after his children well and had held things together at the time when 
his wife was being unfaithful. He said the belief that he had done nothing wrong was 
helpful in maintaining his self-esteem:
“I  can stand up and say lI  am a good person. ' /  have never doubted that 
because I  have never played away. I  never did anything wrong so I  can hold 
my head up high” (Michael).
Most of the participants reported that there had been no change in their views of 
themselves as their partners’ behaviour had not been construed as reflecting on them. 
Only a few said their self-esteem had decreased because to some extent they felt they 
had been rejected for another man.
Another example of reported accounts which directed the blame towards an aspect 
inherent in the unfaithful partner was the suggestion several men made that their wives 
were immature at the time they got married and had not “tasted enough o f life” 
(Michael). Some suggested that their partner’s infidelity was a means of fulfilling a 
need, such as a longing for excitement. Bill said that his partner “needed to prove to 
herself that she was still attractive”. Others put forward the idea that their partners 
may have been feeling tied down after having children or fearing getting old. As Tom 
suggested:
“She didn’t like getting old When she got to 30 she thought she was getting 
too old. It was her 30th Birthday andfunnily enough it was soon after that the 
affair started, so maybe she was making up fo r lost youth ”.
In all of the above situations the participants seemed to be constructing accounts which 
directed the blame away from them and onto their partners. Others appeared to be 
employing a similar process, whereby they deflected the responsibility onto a third 
party. This was commonly reported to be an attribution pattern in cases where the
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men planned to remain in the relationship with their unfaithful partner. A possible 
explanation for this could be that blaming someone external to the relationship would 
seem less likely to imply that there are problems within the relationship, or with either 
of the two partners involved. This attribution pattern would therefore seem to lead to 
less dissonance for a man who has decided to stay with his partner following the 
infidelity.
Several participants stated that they blamed the man with whom their partner was 
being unfaithful for plotting the infidelity, convincing her to have the affair or for 
appearing to be a friend to them throughout. The following quotation illustrates all 
three possibilities:
“I  definitely blamed him fo r plotting it but I  fe lt she was stupid to be taken in 
by it.[ ]  He acted like a friend to me whilst trying it on with her at work. She 
fe lt she needed something out o f the ordinary and he falsely convinced her 
that he was i f ’ (David).
One man said he apportioned blame to his wife’s father, suggesting that his wife’s 
childhood experiences of living in a family where her father had been unfaithful to her 
mother may have been a contributing factor:
‘Her parents split up because her father had cm affair with a much younger 
woman which she never got over. I  think part o f that played on her mind a 
bit, which is probably why what happened tous [  ]  she was probably trying 
to experience what her father experienced when he did the same thing which 
happened when she was a late teenager and affected her a great deal” (Tom).
A few of the participants reported blaming themselves to some extent. Some said they 
assumed that they must have done something to provoke their partner to have an affair 
but they were unsure what it was. A few suggested they may not have spent sufficient 
time with their partners either because of working antisocial hours or because of 
spending too much time exercising in the gym. Most of the participants reported only
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accepting self-blame as part of the explanation, however, and none of them said they 
took full responsibility for the infidelity.
A much greater proportion of women (Owen, 1997) reported blaming themselves in 
their attributions relating to the infidelity. This was consistent with literature which 
indicates that women are more likely than men to reappraise the situation and reproach 
themselves (Buunk, 1982). Buunk has suggested that this still reflects a traditional 
expectation of how women should react to a partner’s infidelity, namely by not 
creating too much trouble and looking for the faults in her which have driven her 
partner to have an affair. (Brinkgreve and Korzec, 1978).
Some of the women interviewed (Owen, 1997) cited their sexual shortcomings as a 
possible reason for their partner engaging in a relationship with someone else. 
Contrary to the literature which suggests men question their own sexual failings if their 
partner is unfaithful (Kitzinger and Powell, 1995), the male participants did not 
propose this as an explanation. Sexual intercourse was in fact mentioned a great deal 
more by the female participants than by the men in their accounts of possible 
explanations for the infidelity. This contradicts the claims of authors such as Glass and 
Wright (1992) with regards to the male tendency to offer sexual representations of 
infidelity. One explanation for this could have been that the men might not have felt 
comfortable discussing sexual issues with a female researcher. Alternatively, it may 
have been too painful for them to confront the possibility of their having any sexual 
shortcomings.
In general, the attribution patterns adopted by the participants in this study did 
influence the reactions they experienced on discovering their partner’s infidelity. In a 
few cases, blaming either their partner or the other man was reported to lead to anger 
and distress for the participants as they said they felt they had no control over the 
situation. This reportedly led to them questioning their judgement in terms of choice 
of partner and also to fears that they would have similar experiences in the future. For 
most of the men, however, feeling they had done nothing to contribute to the situation 
was comforting and resulted in less distress. Some participants who described having
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experienced self-blame reported having felt very distressed and regretful as they said 
they had spent a great deal of time chastising themselves and thinking about what they 
should have done differently. This is in accordance with the literature which proposes 
that intensified distress is associated with attributions which reflect on the self (Buunk,
1984).
Resources and Strategies for Coping
Family / Friends
None of the participants reported having been able to gain support from their partners. 
Most said that it would have been too painful to talk to them about it. “Despising” the 
partner for what she had done was also proposed as a reason for not gaining support 
from this source.
A few men reported that support from friends and relatives had been an important 
factor in their ability to cope at the time of discovering their partner’s infidelity. Most 
of them emphasised the practical help and social companionship which was provided. 
Only a few said they had found it helpful to talk about the situation as this allowed 
them to “get things o ff my chest” (Clive).
Many stated that they had preferred to cope on their own and not discuss the situation 
with anyone. Reported reasons for this included concerns about burdening others with 
their problems and feeling humiliated in front of their friends:
“The whole thing was humiliating enough without telling people even more 
about it” (Jon).
In contrast, all the women interviewed (Owen, 1997) reported having derived some 
benefit from seeking social support and none of them said they preferred to cope on 
their own. Also, most of them had stressed the advantages of being able to talk
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through their problems and gain emotional support, as well as describing the benefits 
of companionship and practical help.
Avoidance of Emotions
Whilst the majority of the women interviewed (Owen, 1997) had advocated emotional 
expression as a means of coping, in contrast, the strategies adopted by most of the men 
seemed to be characterised by avoidance of their emotions. Many men said they 
placed an emphasis on self-reliance and a feeling they ought to “get on with things 
(Neil). Extensive literature (for example, Silverberg, 1984; Eisler and Blalock, 1991) 
suggests that men are socialised to adopt traditional concepts of masculinity associated 
with being independent, self-reliant, strong, controlled and unemotional (for example, 
Crites and Fitzgerald, 1976). Traditionally, the expression of emotion has been 
regarded as a sign of weakness and femininity and therefore to be avoided by men 
(O’Neil, 1981; Seidler, 1994). This may provide a possible explanation for the men’s 
tendency towards emotional avoidance in dealing with issues associated with their 
partner’s infidelity. Many of the men described being able to reduce the intensity of 
their painful reactions to their partner’s infidelity by utilising strategies of avoidance, 
however, most reported that such effects tended to be temporary.
Some participants said they avoided focusing on how they were feeling by 
channelling their attentions into their work or hobbies. As Michael explained:
“Which in a way is what I ’ve done with my emotions really, shut them away 
because you don’t need to deal with those no more. I f  you shut them away, 
they don't cause you pain. Doesn’t matter whether you are working hard on 
your governor’s work at school, or your job or doing things with the kids, or 
working on the house, doing something that means you don’t have to think 
about it. [  ]  Emotional things - work hard and don’t think about them
One author of fiction reported finding his writing therapeutic at the time because he 
was able to avoid his own problems by “living through the lives o f the characters in
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the book”. Another participant said he had used alcohol as a means of escaping the 
reality of how he was feeling.
Only a few of the participants reported beneficial effects of thinking over their 
experiences. Those who claimed they had found this useful said it was because it 
helped them consolidate what had happened and to consider reappraisals of the 
situation. It seemed that the focus of this process was therefore mainly on a cognitive 
as opposed to an emotional level.
Revenge
A minority of participants described having employed strategies of revenge as a means 
of helping them feel better about what had happened. A few said they had used their 
withdrawal from intimacy to punish their partners, for example:
“I  made a decision that I  would never, in any circumstances, touch her again, 
that it would be the end o f any physical contact or sexual relationship between 
us. That helped me cope because I  knew it would be the ultimate blow to her 
ego. I  suppose it was my revenge and I  stuck to that decision ” (Bill).
The Decision as to Whether or not to Remain in the Relationship
All except one of the men said he had at least considered leaving the relationship at 
some time. The following factors were reported to be most salient in the decision­
making process:
Capacity to Forgive
Some participants reported that they felt more able to remain in the relationship once 
they had forgiven their partner for the infidelity. A minority of participants, however, 
said that regardless of their feelings for their partner, they had felt the need to leave 
because they had been unable to forgive. The participants who said this were not
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among those who had adopted avoidant coping strategies and instead they tended to 
report repeatedly thinking about the situation. Many of those who described 
successfully avoiding painful thoughts and fantasies about the infidelity reported 
greater levels of forgiveness. A tentative hypothesis may therefore be that in some 
cases the ability to forgive may relate to a tendency to block out associated painful 
thoughts. A quotation by James provides an illustration of the above point:
"7 tried to forgive andforget but Iju st couldn % I  kept thinking o f them in bed
together. I  just couldn’t take it and three months later I  had to leave
Feelings for Partner and Perception of the Relationship Quality
A few of the men said they remained in their relationship because of the love they felt 
for their partner and their belief that their relationship was basically good despite what 
had happened. Others said the happy times they had experienced together in the past 
made leaving more difficult. One participant even reported positive consequences of 
the infidelity situation, as he said that the unpleasantness of it all had heightened their 
awareness of what they had together. As he said:
“I  think we trust each other more now because we would never want to go
through anything like that again” (Simon).
In accordance with the literature which associates infidelity with negative effects on 
most relationships (for example, Chamy and Pamass, 1995), most participants who 
remained with their partner for some time after the infidelity reported negative 
consequences. These were mainly said to have involved a decline in trust, decreased 
communication and less sexual activity. Several participants mentioned these negative 
changes as factors which they considered when deciding whether to stay with their 
partner, although only decline in trust was reported to be associated with immediate 
resolve to end the relationship. A few participants said this was the case and one 
explained that he had left because “I  could not bring myself to trust her again” (Phil).
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A few men said that they would have liked to have stayed with their partner if she had 
been willing to stop being unfaithful but her refusal to do so meant they felt they had to 
leave. In some cases it seemed questionable whether the man had in fact made the 
decision to end the relationship as it appeared that some partners had no intention of 
ceasing their involvement with other men. One partner had reportedly been living with 
the other man. However, the participant said he had made the decision to end the 
relationship because he had instigated the divorce proceedings. One purpose of 
accounts such as this may be to prevent the man feeling rejected and therefore to 
preserve his self-esteem. Traditional conceptions of female dependence on men (for 
example, see Hollway, 1984) may lead to difficulties for men in accepting that their 
partner no longer needs them. Some of the women interviewed (Owen, 1997) in fact 
did state that dependence on their partner was a primary reason for staying with him 
after his infidelity.
Those who reported being unable to forgive to the extent that they felt they had to 
leave the relationship tended to be among those participants who had said they 
attributed blame to their partner and who had not reported any self-blame. This 
suggests a possible link between ability to forgive and the level of responsibility 
personally accepted.
Children and Disruption to Family Life
Most of the men said that their children had been a very important factor in their 
decision as to whether to remain in the relationship. In most cases this was reported to 
relate to the high level of importance they attached to family life and their expectation 
that their partner would get custody of the children in the event of a break-up. Some 
said they had decided to stay in the relationship in order to continue seeing their 
children on a daily basis whilst others reported having decided that it would be 
preferable to spend quality time with their children less regularly than to continue 
existing in an unhappy relationship. A few said that knowing their partner had taken 
their child with them when they were having the affair provided them with a further 
reason to leave.
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Experiences of Therapy
In contrast to the accounts presented by the women in the Owen (1997) study in which 
they all stated that they had at least tried some type of psychological therapy, the 
majority of the men reported that they had not considered seeking help of this kind. 
Most of them said that this was because they felt they could or should cope on their 
own. A few participants even said they would feel “ashamed o f having to go for 
therapy because o f the social stigma associated with it” (Jon). These findings support 
the literature associated with masculinity which suggests that men are often reluctant 
to seek therapy because of the contradiction this poses to their gender image of being 
self-contained and in control (for example, Silverberg, 1984; Piccioni, 1992).
A few participants said they feared that the process would be too painful and some 
emphasised the financial cost. Some said they felt the potential benefits of therapy 
were limited as they speculated that it would not solve the problem or change the 
situation:
“No amount o f therapy could put the clock back The damage was done so 
there was no point” (Bill).
Only one participant reported that he had engaged in individual therapy in order to help 
him deal with issues arising from the infidelity. He said had been persuaded to do so 
by his sister who had arranged the initial appointment for him. She had reportedly 
chosen a therapist from the BAG (British Association for Counsellors) register whom 
the participant had subsequently seen weekly for seven months. He said his aim of 
therapy which was to work out why the infidelity had happened had not been met. He 
did say, however, that “her listening in a non-judgemental way and realising that I  
couldn’t just recover and snap out o f it over night was a great help ” (Clive).
Another participant said he had attended “a couple o f support groups fo r people in the 
same position as myself” because he had seen an advertisement and “went along to
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see what it was like” (Tom). He said these had not been of any help as “opening 
myself up at that stage to a group o f people I  didn’t know wasn ’t something I  really 
wanted to do”. He therefore suggested retrospectively that he may have experienced 
individual therapy as less intimidating
Experience of Taking Part in the Interview
Most of the men who were interviewed reported having endured the experience of the 
interview without any ill-effects. Some described therapeutic aspects relating to 
consolidation of their experiences and feeling they had been listened to non- 
judgementally. Most said that they felt more comfortable being interviewed by a 
women than by a man as “they always seem to he better listeners” (Neil). Many 
suggested that a female interviewer was likely to be more understanding and less 
inclined to judge them or perceive them as weak.
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OVERVIEW
One significant limitation of this study is that the findings reported may constitute an 
incomplete picture as a full range of experiences may not be represented. The refusal 
to take part in the study by those men who said it would be too painful for them may 
perhaps have resulted in the exclusion of accounts involving some reactions of a 
particularly intense nature. Also, the high level of importance attached to fidelity 
which was reported by most participants suggests this may have been a factor in their 
decision to take part in the study. A group of men for whom faithfulness was of less 
significance may have reported different experiences following a partner’s infidelity. 
Similarly, all the participants in this study were white, British men. Different accounts 
may have resulted from interviews with men from other races and cultural 
backgrounds. Also, the focus in this and the Owen (1997) study has been restricted to 
heterosexual relationships, which may differ from gay and lesbian relationships in 
nature and structure (Kitzinger and Coyle, 1995). One possible area of difference 
concerns “rules” relating to sexual fidelity (Davies, Hickson, Weatherbum and Hunt, 
1993), therefore, further studies carried out with lesbian and gay participants may yield 
different accounts.
The recruitment strategy adopted whereby the men were approached through the 
researcher’s social network may to some extent have been problematic. Although 
none of the participants were known to the researcher, knowledge of common 
acquaintances and resulting concerns about confidentiality may have led to some 
reluctance to reveal sensitive information. The fact that the researcher was a women 
may have led to a similar reluctance, which may partially have explained why sexual 
issues tended not to be reported in the accounts.
One methodological limitation of the study was the use of self-completion 
questionnaires in the data collection, as requests for elaboration and probes could not 
be used. This meant that the responses to the questionnaires may have included less in 
depth process information than those elicited by interview. If, for example, a 
participant said he had found a certain coping resource helpful but did not elaborate on
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what it was that was actually helpful about it, this response had little meaning. An 
attempt was made during the interviewing to elicit process data in response to 
questions in all sections of the interview schedule. As this was not possible with the 
questionnaires, there may have been some topics for which the interview transcripts 
were relied on more heavily for data than the questionnaires, leading to possible biases 
in representation. Also, there were occasions where it was unclear what was meant by 
some of the questionnaire responses. The lack of opportunity to request clarification in 
the event of potential misunderstanding may have led to a greater need for 
interpretation by the researcher when analysing the completed questionnaires.
Despite the above limitations, the findings of this study would seem to tentatively 
provide some insight into men’s possible experiences, reactions and decision-making 
processes following the discovery of their female partner’s infidelity. With regard to 
the theoretical frameworks relating to “attribution theory” and “stress and coping 
models”, participants’ accounts indicated that their reactions to finding out about their 
partner’s infidelity and their decisions as to whether to remain in the relationship were 
to some extent influenced by both the way in which they made attributions about their 
partner’s infidelity and their coping strategies.
In terms of “coping strategies”, most of those reported seemed to be characterised by 
emotional avoidance and for many of the men they were said to be helpful in reducing 
the intensity of painful reactions, if only temporarily. The ability to use avoidant coping 
strategies to suppress painful thoughts and fantasies about the infidelity seemed to be 
related to increased capacity to forgive the partner, which in turn was a factor reported 
by many to be influential in their decision-making process.
“Attribution theory” also appeared to influence the degree of forgiveness and 
therefore also the decision-making process, as attributions of blame towards the 
partner were associated with low levels of forgiveness. The findings relating to 
“attribution theory” seemed to provide support for literature which has linked reduced 
intensity of distress to attributions which deflect responsibility away from the self 
(Buunk, 1984). Most of the men constructed accounts in which they reported very
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little self-blame and said that their belief in their lack of responsibility for the situation 
reduced their distress and maintained their self-esteem. This also supported Harvey et 
a l’s (1982; 1990) theory that the formation of such accounts is a psychological means 
of coping with relationship breakdown, for example, by preserving self-esteem.
Owen (1997) found that the reactions to a partner’s infidelity were also reported by the 
women to be related to attribution patterns and coping strategies. The most prominent 
factor in their decision-making processes, however, appeared to be their perceptions of 
themselves as being dependent on their partners, both financially and emotionally, 
which suggested the adoption of traditional feminine roles (Hollway, 1984). This 
finding may have related to the fact that most of the women were over the age of 35 
and a group of younger participants may not have yielded such results. The adoption 
of traditional gender roles and behaviours has been a consistent theme throughout the 
current study, illustrated by the men’s avoidance of emotional expression in their 
coping strategies and their emphasis on self-reliance. The Counselling Psychologist 
working with a client who adopts such coping styles may need to exert caution in 
offering challenges to such defences, in order to avoid the onset of acute distress.
One important apparent result of the emphasis in the accounts on self-containment 
appeared to be the men’s reluctance to engage in psychological therapy in order to 
help them deal with the infidelity. This tendency among many men has been discussed 
extensively by authors such as Silverberg (1984) and Picchioni (1992) and it is an issue 
to which Counselling Psychologists may need to be sensitive. It would seem necessary 
for the therapist to acknowledge how difficult it may have been for a man to present 
for therapy, how the admission of the need for help may have been contrary to his 
beliefs about how men should cope and how the experience of a partner’s infidelity 
may have compounded threats to his masculinity. The accounts referring to humiliation 
and concern about what others will think of a man who’s partner has had an affair 
suggest this may be a salient factor for some men in presenting for therapy. It may be 
important for the Counselling Psychologist to provide reassurance that they do not 
think any less of the client because of the experience. Issues relating to gender 
expectations may arise in the therapy as the client may, for example, feel more
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inadequate talking about his partner’s betrayal in front of a man. Alternatively, his 
recent negative experiences in his relationships with women may lead him to feel 
antagonistic towards a female therapist. An awareness of issues such as these would 
appear important and it may be helpful for the client and therapist to explore any that 
may potentially pose a threat to the therapeutic alliance. Gently challenging rigid rules 
which the client seems to hold with regards to gender roles may also heighten his 
awareness of patterns which may be occurring in relationships outside of the therapy.
The data suggests that in working with this client group, the Counselling Psychologist 
may often become aware of the man’s tendency to use defensive coping strategies in 
order to avoid experiencing his feelings associated with the infidelity. Regardless of 
any beliefs the therapist may have about the long-term healthiness of this style of 
coping, it would seem very important to challenge any defences gradually and 
tentatively. Otherwise acute pain may be caused which may frighten the client into 
ending the therapeutic contract prematurely. An understanding of the impact of 
attribution patterns and constructed accounts would seem important and again, related 
challenges should perhaps be presented with caution.
Throughout the discussion of the analysis, issues have been highlighted which heighten 
knowledge of this client group and which in turn increases the Counselling 
Psychologist’s greater empathie potential. In working with men following the 
discovery of a partner’s infidelity, therapeutic interventions may need to take into 
account factors which may influence reactions to this experience, for example, by 
acknowledging how his feelings for his partner or his views about infidelity have 
exacerbated his reactions may be particularly important in conveying understanding to 
the client. This would seem important, regardless of whether the client presents 
himself individually or as part of a couple.
Further research on this client group could be considered in terms of a theoretical 
framework relating to models of decision-making. In the data collection there could be 
a greater focus on actual methods used in making decisions as well as on the
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contributing factors. This could further enhance the Counselling Psychologist’s 
understanding of clients’ decision-making following experiences of infidelity.
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APPENDIX 1 - CONSENT FORM TO TAKE PART IN  INTERVIEW
CONSENT FORM
My name is Jill Owen and I am currently a third year trainee on the PsychD course in 
Psychotherapeutic and Counselling Psychology at Surrey University. At present I am 
carrying out a research project in order to investigate the experiences of men who have 
been or are in a relationship where their partner has at some time had a sexual 
relationship with someone else. My research work is being supervised by a 
psychologist at the university.
If you have had an experience of the kind described above, your co-operation in this 
project would be very much appreciated. If you decide to participate I will interview 
you about issues associated with your experiences and the interview will be recorded 
onto audio tape. The recording will then be transcribed and the tape will be destroyed. 
Information on the transcript will be treated in the strictest confidence and when cited 
in the research, personal details will be altered. Your name will not be cited anywhere 
and if I quote information provided by you it will be presented in such a way that it will 
not be identifiable, for example, names of people and places will be changed.
I will be happy to answer any questions you have about the research project. I would 
also like to inform you that you have the right to withdraw from the interview process 
at any time should you wish to do so.
Thank you very much for your time and attention.
Signature of Participant:
Date:
Signature of Researcher:
Date:
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APPENDIX 2 - CONSENT FORM TO COMPLETE QUESTIONNAIRE
CONSENT FORM
My name is Jill Owen and I am currently a third year trainee on the PsychD course in 
Psychotherapeutic and Counselling Psychology at Surrey University. At present I am 
carrying out a research project in order to investigate the experiences of men who have 
been or are in a relationship where their partner has at some time had a sexual 
relationship with someone else. My research work is being supervised by a 
psychologist at the university.
If you have had an experience of the kind described above, your co-operation in this 
project would be very much appreciated. Information from the questionnaire will be 
treated in the strictest confidence and when cited in the research, personal details will 
be altered. Your name will not be cited anywhere and if I quote information provided 
by you it will be presented in such a way that it will not be identifiable, for example, 
names of people and places will be changed.
I will be happy to answer any questions you have about the research project. I would 
also like to inform you that you have the right to withdraw from the interview process 
at any time should you wish to do so.
Thank you very much for your time and attention.
Signature of Participant:
Date:
Signature of Researcher:
Date:
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APPENDIX 3 - INTERVIEW SCHEDULE
INTERVIEW SCHEDULE
Ethnicity-
Some general questions to start with:
Do you mind telling me how old you are?
What is your nationality?
What is your religion?
Are you working at present?
(If yes-) What is your occupation?
What is your current marital status?
(If needs prompting-) For example, are you married, divorced, separated, cohabiting, 
living apart from your partner or single?
How many children do you have?
How old are they?
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The purpose of my research is to explore the experiences of men who have been or are 
in a relationship where their partner has at some time had a sexual relationship with 
someone else. I understand you have had an experience of this kind and I wonder if 
you could begin by telling me in your own words, a little bit about what happened.
(If participant uses a term for sexual infidelity-) You used the term (e.g. adultery) / 
You said your partner had been (e.g. unfaithful) - in the questions I am going to ask 
you, is that the term you would find most appropriate for me to use when asking about 
your partner’s (if participant has said who their partner had a sexual relationship 
with) relationship with —  / (otherwise) relationship with someone else?
(If participant does not use a particular term-) In the questions I am going to ask you, 
what term would you find most appropriate for me to use when referring to your 
partner’s relationship with —  / someone else, (for example, unfaithfulness, adultery, 
adultery, having an affair... ?)
The following questions may he omitted i f  the participant has already provided 
answers to them. The terms “unfaithfur and “infidelity” used in these questions can 
he changed depending on the term(s) chosen by the participant.
If in cohabiting relationship at present: I see you are currently married / living with 
your partner, was it in this relationship that your partner was unfaithful?
(If not-) How long ago is it since your relationship with your unfaithful partner ended?
If still in cohabiting relationship in which infidelity took place:
How long have you been in this relationship?
Do you feel there have been any changes in your relationship as a result of your 
partner’s infidelity or would you say things have remained the same?
227
If yes: What kinds of changes have taken place?
Could you say a bit more about that?
Would you say there have been any other factors which may also have 
contributed to this change / these changes or do you feel it has / they have all 
occurred as a result of your partner’s infidelity?
If no: Why do think that your partner’s infidelity has not changed your relationship in 
any way?
I f  not answered above-
How would you describe the quality of your relationship in general, for example, 
would you say you get on well, do you argue...?
Would you say this has changed at all over the time you have been together or has it 
tended to remain the same?
(If yes-) What factors would you say have contributed to this / these change(s)?
Do you perceive there to be equality in your relationship with your partner / wife or 
do you consider one of you to be more dominant?
In what ways?
What makes you say that?
How happy do you feel about this situation?
Has there been any change in this over time?
What factors do you feel have contributed to this change?
Who makes most of the decisions in the relationship?
What kinds of decisions?
Has this always been the case?
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(If appropriate-) Could you say some more about why you feel this has changed?
How much importance would you say you attach to your role attach to your role as a 
partner / husband / father?
Can you say some more about what you feel that role entails?
In what ways?
Has this changed over the time you have been in this relationship?
(Ifyes-fW hsi would you say has led to this change / these changes?
(If participant works-) How much importance would you say you attach to your career 
/job?
Can you say some more about that?
Could you tell me about the nature of your partner’s / wife’s infidelity, for example, 
did it happen on a one-off occasion, did it continue over a period of time, is it 
ongoing...?
(If appropriate-) How long ago did this occur?
Has your partner’s infidelity always occurred with the same partner or has more than 
one partner been involved?
What made you suspect your partner’s infidelity?
How did you feel when you started to suspect / found out?
Can you say some more about that?
What factors do you think contributed to you feeling that way?
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(If expressed negative feelings-)
Was there anything that helped you cope with the situation / how you were feeling?
Can you say some more about that?
Did you find your relationships with any friends or relatives were helpful to you during 
this time or did you prefer to cope on your own?
(If appropriate-) In what ways were they helpful, for example, did they provide 
emotional support, did they help you in practical ways, did they give you advice, were 
they good company....?
Some people find it helpful to focus on a hobby / interest or on their work during 
(difficult times) whereas others find it difficult to focus on such things when they are 
(distressed). Some people simply do not find this helpful. Would you say any of these 
situations applies to you? Words in brackets may need to be changed depending on 
how the participant said he felt.
Sometimes men experience a change in the way they view themselves on finding out 
that their wife / partner has been unfaithful (for example, a reduction of self-esteem), 
others feel their partner’s behaviour is no reflection on them. To what extent, if any, 
would you say there was / has been a change in the way you saw / see yourself?
(If yes-) What factors do you feel have contributed to that change?
Did you broach / have you broached the situation of the infidelity with your partner / 
wife?
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If so:
How did she react? {If needs prompting: e.g. did she deny it, did she seem angry, did 
she apologise...?)
Did she give you any explanation?
(If appropriate-) How did you feel about this explanation?
Some men whose wives / partners have been unfaithful blame their wives / partners for 
what has happened, others blame themselves, whereas others blame the man with 
whom their wife / partner was unfaithful. At the time of the infidelity, did you find 
yourself blaming anyone for the situation?
(If appropriate-) What aspects of his / her / your behaviour do you perceive as having 
given you cause for blame?
Did you think of any other reasons why the infidelity was / is taking / took place?
Have your views on this changed over time?
What factors do you think have affected your views?
In what ways have they affected them?
Some people regard fidelity as a very important aspect of relationships whereas others 
attach less importance to it. How important is it to you in a relationship?
What makes you say that?
Has a partner ever been sexually unfaithful to you in the past?
(If yes-) Can you tell me some more about that?
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Would you say there are any similarities between that / those experiences and 
the experience we have been talking about?
Could you give some examples?
Could you say some more about that?
Would you say there are any differences?
Could you give some examples?
Could you say some more about that?
Would you say this previous experience has influenced how you feel or felt about your 
partner’s infidelity?
Have you ever been sexually unfaithful to your current partner?
(If yes-) Could you say some more about that?
How did you feel at the time when you were being unfaithful?
(If needs prompting- for example, did you feel guilty, excited, happy, uncertain. .?)
What factors would you say contributed to your decision to have a relationship with 
someone else?
(If no-) Have you ever been unfaithful to a partner in a previous relationship?
(If yes-)CoxAà you say some more about that?
What factors would you say influenced your decision to have a relationship with 
someone else?
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How did you feel at the time when you were being unfaithful?
(If needs prompting- for example, did you feel guilty, excited, happy, uncertain...?)
(If yes to either question on fidelity-) Would you say your own experience of being 
unfaithful to your / a partner has influenced how you feel or felt about your partner’s 
infidelity or does it feel as if there is no connection between the two events?
Have you ever contemplated leaving your current relationship or has this not been an 
option you have considered?
If no:
What are the factors which make you want to remain in the relationship?
(Ignore next four questions)
If yes:
What factors did you consider while you were deciding to stay or leave?
Can you say some more about that?
Were there any factors which made this decision easier or more difficult to make?
{If has children-) I see you have x children, have they been a factor in your decision as 
to whether to stay with your partner or have you considered them to be a separate 
issue?
You mentioned that you blame .... for...., did this affect your decision at all or was it 
not something you considered at that time?
(If had attributed some blame to self-) Do you plan to / have you changed your 
behaviour in the relationship in any ways? (If needs prompting: In what ways?)
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(If had attributed some blame to partner-) Has your partner agreed / did your partner 
agree to make any changes to her behaviour in the relationship? {If needs prompting: 
in what ways?)
{if not-) To what extent are you happy with that situation?
{If current-) How do you hope the changes you / she / you both are planning to make 
will change the quality of your relationship?
(If in past-) Have you / she successfully maintained the changes you hoped to make?
{If no-) What do you think has stopped you / her from carrying out the changes?
{If yes-) In what ways do you feel these changes have altered the quality of your 
relationship?
In general, how happy would you say you currently are in your relationship with your 
partner / wife?
Would you say this is more, less or the same as in the past?
{If appropriate) In general, what factors would you say have contributed to your 
increased / decreased happiness?
{If appropriate to previous answers-) Do you think you are likely to consider leaving 
in the future or is this not an option you are likely to consider?
If not in relationship at present: You said you are single / divorced / separated / not 
in a relationship at present, how long ago is it since your relationship with your 
unfaithful partner ended?
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If no longer in cohabiting relationship in which infidelity took place:
How long were you in the relationship in which your partner was unfaithful?
How long had you been together when you found out she had been / was being 
unfaithful?
Would you say that the relationship changed at all as a result of your partner/’s 
infidelity or did things seem to remain the same?
If yes:
What kinds of changes took place?
Could you say a bit more about that?
Would you say there were any other factors which may also have contributed to this 
change / these changes or do you feel it / they all occurred as a result of your partner’s 
infidelity?
If not:
Why do you think that your partner’s infidelity did not change the relationship in any 
way?
I f  not answered above-
How would you describe the quality of the relationship in general, for example, would 
you say you got on well, did you argue...?
Would you say this changed at all over the time you were together or did it tend to 
remain the same?
{If yes-) What factors would you say contributed to this / these change(s)?
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Do you feel there was equality in that relationship or do you consider that either you or 
your wife / partner was more dominant?
In what ways?
What makes you say that?
How happy were you with that situation?
Was there any change in this over time?
What factors do you feel contributed to this change?
Who made most of the decisions in the relationship?
What kinds of decisions?
Was this always the case?
(If appropriate-) Could you say some more about why you feel this changed?
How much importance would you say you attached to your role as a husband / partner 
/ father at that time?
Can you say some more about what you felt that role entailed?
In what ways?
Can you say some more about that?
Did this change over the time you were in that relationship?
(If yes-) What would you say led to this change / these changes?
(If participant works-) How much importance would you say you attached to your 
career/job at that time?
Could you tell me about the nature of your ex-partner’s / ex-wife’s infidelity, for 
example, did it happen on a one-off occasion, did it continue over a period of time, is 
she still with that partner now?
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{If appropriate-) How long ago did this occur?
Did your partner’s infidelity always occur with the same partner or was there more 
than one partner involved?
What made you suspect your partner’s infidelity?
How did you feel when you started to suspect / found out?
Can you say some more about that?
What factors do you think contributed to you feeling that way?
(If expressed negative feelings-)
Was there anything that helped you cope with the situation / how you were feeling?
Can you say some more about that?
Did you feel your relationships with any friends or relatives were helpful to you during 
that time or did you prefer to cope on your own?
(If appropriate-) In what ways were they helpful, for example, did they provide 
emotional support, did they help you in practical ways, did they give you advice, were 
they good company... ?
Some people find it helpful to focus on a hobby / interest or on their work during 
(difficult times) whereas others find it difficult to focus on such things when they are 
(distressed). Some people simply do not find this helpful. Would you say any of these 
situations applies to you? Words in brackets may need to be changed depending on 
how the participant said he felt.
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Sometimes men experience changes in the way they view themselves on finding out 
that their wife / partner has been unfaithful, others feel their partner’s behaviour is no 
reflection on them. To what extent, if any, would you say there was a change in the 
way you saw yourself?
(If yes-) What factors do you feel contributed to that change?
Did you broach the situation of the infidelity with your partner / wife?
If so:
How did she react? (If needs prompting: e.g. did she deny it, did she seem angry, did 
she apologise...?)
Did she give you any explanation?
(If appropriate-) How did you feel about this explanation?
Some men whose wives / partners have been unfaithful blame their partners for what 
has happened, others blame themselves, whereas others blame the man with whom 
their wife / partner was unfaithful. At the time of the infidelity, did you find yourself 
blaming anyone for the situation?
(If appropriate-) What aspects of his / her / your behaviour did you perceive as having 
given you cause for blame?
Did you think of any other reasons why the infidelity was taking / took place?
Did your views on this change over time?
What were the factors which affected your views?
In what ways did they affect them?
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Some people regard fidelity as a very important aspect of relationships whereas others 
attach less importance to it. How important is it to you in a relationship?
What makes you say that?
Before this relationship, had any partner ever been sexually unfaithful to you?
(If yes-) Can you tell me some more about that?
Would you say there were any similarities between that / those experiences and the 
experience we have been talking about?
Could you give some examples?
Could you say some more about that?
Would you say there were any differences?
Could you give some examples?
Could you say some more about that?
Would you say this previous experience influenced how you felt about your more 
recent partner’s infidelity?
Have you ever been sexually unfaithful to any partner?
(If yes-) Could you say some more about that?
What factors would you say influenced your decision to have a relationship with 
someone else?
How did you feel at the time when you were being unfaithful?
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(If needs prompting- for example, did you feel guilty, excited, happy, uncertain?)
(If yes to question on own infidelity- Would you say your own experience of being 
unfaithful to a partner influenced how you felt about your more recent partner’s 
infidelity or did it feel as if there was no connection between the two events?
How long had you been in the relationship we have been talking about when you made 
the decision to separate from your partner / wife?
How long after that was it that you actually left?
{If had not left straight away-) What were your reasons for waiting weeks /
months / years before separating having already made the decision?
Did you, your partner, or both of you leave the home in which you had been living?
Could you tell me about how you made the decision to leave / separate from your 
partner?
What factors did you consider while making this decision?
Can you give some examples?
What do you feel were the main reasons you decided to leave?
Can you say some more about that?
How easy or difficult did you find this decision to make?
How did you feel while you were making it?
Were there any factors which made this time easier or more difficult?
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Can you say some more about that?
Did the degree to which you blamed yourself / your partner / the third party influence 
your decision or was this not an aspect you considered?
{If has children-) I see you have x children, were they a factor in your decision as to 
whether to stay with your partner / wife or did you consider them to be a separate 
issue?
Before making a decision to leave, some people go through a period of trying to 
improve or make changes in the relationship. Others do not feel this would help and 
make the decision more instantaneously. Do you feel there was a stage in your 
relationship in which either you or your partner tried to make changes?
If yes:
(If had attributed some blame to self-) You mentioned that you blamed yourself for 
..., to what extent, if any, did you try to change your behaviour in the relationship? (If 
needs prompting: In what ways?)
{If had attributed some blame to partner-) To what extent if any did your partner try 
to make any changes to her behaviour in the relationship? {If needs prompting: In what 
ways?)
How did you hope the changes you / she / you both planned to make would change 
the quality of your relationship?
To what extent did you / she successfully maintain the changes you hoped to make?
{If no-) What do you think stopped you / her from carrying out the changes?
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{If yes-) In what ways, if any, do you feel these changes altered the quality of your 
relationship?
What aspects about leaving the relationship / separating, if any, did you find difficult? 
Were there any factors which made leaving easier?
Were there any factors which made it more difficult?
How were you feeling at the time of the separation?
{If appropriate to previous answer-) What strategies did you employ to help you cope? 
{If needs prompting-) For example, did you talk to a friend / relative, did you have 
means of relaxation, did you organise activities to take your mind off the situation?
How do you feel now compared to when you first left / separated?
{If there has been a change-) What do you think has brought about that change?
If now in new relationship:
Do you think that the experience of your partner’s infidelity that you have described 
has had any effect on how you view relationships?
(If yes-) What effects do you think it has had?
Would you say there are any differences between the relationship you are now in and 
the one we have been talking about?
Are there any similarities?
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Some people who have had experiences such as yours try to behave differently or 
make changes when they start new relationships in order to avoid previous situations 
occurring again. Others feel no need to do so. Would you say either of these 
situations apply to you?
All participants:
In order to help you deal with the difficulties caused by your (ex) partner’s infidelity, 
have you received any kind of formal counselling or therapy, either on your own or 
with your partner?
If yes:
Could you tell me a little about that?
{If appropriate, elicit information on the specific reasons for entering therapy, how 
they arranged to see a therapist, whether the therapist belonged to a particular 
organisation, how long they saw them for and how often.)
Before you began, what were you hoping you would be able to achieve through 
therapy?
Did you find the therapy useful?
(If yes-) What was it about it that you found most helpful?
(If no-) How could it have been more useful?
(Regardless o f whether or not they found it helpful-) Is there anything the therapist 
could have done to have made it (even) more helpful?
(If yes-) What could they have done?
(If no-) What makes you say that?
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Do you feel yours aims for therapy were achieved?
(If yes-) Do you think this was due to the counselling or was it because of other 
factors?
(If other factors-) What other factors?
If has not had any therapy:
Did you ever think of seeking therapy to help you with your relationship difficulties?
(If no-) Is that because you felt you were coping OK, was it because there’s something 
about therapy you are wary about or is there some other reason?
(If either o f latter two responses-) Could you say something more about that?
Can you think of anything which would have made you consider seeking therapy?
(If yes-) What made you consider therapy?
Why, in the end did you decide not to?
Finally, I’d like to ask you to reflect for a moment upon what it’s been like to take part 
in this interview. How has it felt, what have been the positive things about taking part 
in it and what have been the negative things?
We’ve covered a lot of sensitive material, material that is often difficult to talk about 
and be open about. When I was planning this research, I wasn’t sure if it would be 
better for a man to do the interviewing. How has it felt for you to be interviewed 
about these issues by a woman?
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Do you think you would have found it easier to be interviewed by a man or would it 
not have made any difference?
Why do you say that?
APPENDIX 4 - INSTRUCTIONS FOR COMPLETION OF QUESTIONNAIRE 
Instructions for Completion of the Questionnaire
If you decide to participate in the research project, I would be grateful if you would 
complete the attached questionnaire by writing your answers in the spaces provided or 
by recording your answers on to an audio tape (the tape will be returned to you). Do 
not be alarmed by the apparent length of the questionnaire, less than half of the 
questions will apply to you. Please answer the questions which seem most relevant to 
you in the most detail and provide shorter answers to those which seem less applicable 
You can omit any questions you feel you have already answered in previous responses.
Please complete all sections which apply to you. The instructions will be repeated as 
you proceed through the questionnaire.
SECTION 1 -To be completed by all participants.
SECTION 2 - To be completed by all participants.
SECTION 3 - To be completed if you are currently married or in a cohabiting 
relationship.
SECTION 4 - To be completed if you are no longer in the relationship in which the 
infidelity took place.
SECTION 5 - To be completed if you are now in a new relationship.
SECTION 6 - To be completed by all participants.
SECTION 7 - To be completed if you have not had any therapy to help you deal with 
any difficulties caused by the infidelity.
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APPENDIX 5 - QUESTIONNAIRE
QUESTIONNAIRE
SECTION 1
1) How old are you?
2) What is your nationality?
3) What is your religion?
4) Are you working at present?
5) (If applicable) What is your occupation?
6) What is your current marital status? (For example, are you married, divorced,
separated, cohabiting, living apart from your partner or single?)
7) How many children do you have?
8) (If applicable) How old are they?
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SECTION 2
9) The purpose of my research is to explore the experiences of men who have 
been or are in a relationship where their partner has at some time had a sexual 
relationship with someone else. I understand you have had an experience of 
this kind and I wonder if you could begin by writing in your own words, a little 
bit about what happened.
10) What term would you find most appropriate to use in referring to your partner’s 
relationship with someone else, (for example, unfaithfulness, adultery, having an 
affair...?)
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SECTION 3 -To be completed if you are currently married or in a cohabiting
relationship. Otherwise proceed to section 4
11) Was it in your current relationship that your partner was unfaithful? (If yes, 
proceed to question 13)
12) How long ago is it since your relationship with your unfaithful partner ended?
To be completed if you are still in the relationship in which the infidelity took
place. Otherwise proceed to section 4
13) How long have you been in this relationship?
14) Do you feel there have been any changes in your relationship as a result of your 
partner’s infidelity or would you say things have remained the same? (If things 
have remained the same, proceed to question 17
15) What kinds of changes have taken place?
16) Would you say there have been any other factors which may also have 
contributed to these changes or do you feel they have all occurred as a result of 
your partner’s infidelity?
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17) (To be answered if no changes have occurred as a result of the infidelity)
Why do think that your partner’s infidelity has not changed your relationship in 
any way?
18) How would you describe the quality of your relationship in general, for 
example, would you say you get on well, do you argue...?
19) Would you say the quality of the relationship has changed at all over the time 
you have been together or has it tended to remain the same? (If it has tended 
to remain the same, proceed to question 22)
20) In what ways has the quality of the relationship changed?
21) What factors would you say have contributed this / these change(s)?
22) Do you perceive there to be equality in your relationship with your partner / 
wife or do you consider one of you to be more dominant?
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23) In what ways?
24) How satisfied do you feel with this situation?
25) Has there been any change in the level of equality over time or has it tended to 
remain the same? (If it has tended to remain the same, proceed to question 
27)
26) What factors do you feel have contributed to this change?
27) Who makes most of the decisions in the relationship? (please give some 
examples)
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28) Has this always been the case or has the situation changed over time? (If it has 
always been the case, proceed to question 30)
29) Could you say something about why you feel this has changed?
30) How much importance would you say you attach to your role attach to your 
role as a partner / husband / father?
31) Can you say something about what you feel that role entails?
32) Has the level of importance you attach to your role as a partner / husband / 
father changed over the time you have been in this relationship or has it 
remained the same? (If it has remained the same, proceed to question 34)
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33) What would you say has led to this change / these changes?
34) (If applicable) How much importance would you say you attach to your career
/job?
35) (If applicable) Why do you think it is of this level of importance to you?
36) Could you say something me about the nature of your partner’s / wife’s 
infidelity, for example, did it happen on a one-off occasion, did it continue over 
a period of time, is it ongoing... ?
37) (If it is not ongoing) How long ago did this occur?
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38) Has your partner’s infidelity always occurred with the same partner or has 
more than one partner been involved?
39) What made you suspect your wife’s / partner’s infidelity?
40) How did you feel when you started to suspect / found out?
41) What factors do you think contributed to you feeling that way?
42) (If you experienced negative feelings) Was there anything that helped you 
cope with the situation / how you were feeling?
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43) Did you find your relationships with any friends or relatives were helpful to you 
during this time or did you prefer to cope on your own? (If you preferred to 
cope on your own, proceed to question 45)
44) In what ways were they helpful, for example, did they provide emotional 
support, did they help you in practical ways, did they give you advice, were 
they good company....?
45) Did you find it helpful to gain emotional support from your partner or was this 
not something you found useful or possible?
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46) (If you found gaining support from your partner helpful) In what ways was
this helpful?
47) (If you did not find gaining emotional support from your partner helpful)
For what reasons did you not find this helpful?
48) (If you experienced negative emotions as a result of the infidelity) Some 
people find it helpful to focus on a hobby / interest or on their work during 
difficult times whereas others find it difficult to focus on such things when they 
are distressed. Some people simply do not find this helpful. Would you say 
any of these situations applies to you?
49) Sometimes men experience a change in the way they view themselves on 
finding out that their wife / partner has had a relationship with someone else 
(for example, a reduction of self-esteem), others feel their partner’s behaviour 
is no reflection on them. To what extent, if any, would you say there was / has 
been a change in the way you saw / see yourself?
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50) (If there was / has been a change in the way you saw / see yourself) What 
factors do you feel have contributed to this change?
51) (If you have broached the situation of the infidelity with you partner)
How did your partner / wife react when you broached the situation of the 
infidelity with her? ( For example, did she deny it, did she seem angiy, did she 
apologise...?)
52) Did she give you any explanation?
53) (If she did give you an explanation) How did you feel about this 
explanation?
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54) Some men whose wives / partners have been unfaithful blame their wives / 
partners for what has happened, others blame themselves, whereas others 
blame the man with whom their wife / partner was unfaithful. At the time of 
the infidelity, did you find yourself blaming anyone for the situation? (If not, 
proceed to question 56)
55) What aspects of his / her / your behaviour do you perceive as having given you 
cause for blame?
56) Did you think of any other reasons why the infidelity was / is taking / took 
place?
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57) Have your views on this changed over time?
58) What factors do you think have affected your views?
59) In what ways have they affected them?
60) Some people regard fidelity as a very important aspect of relationships whereas 
others attach less importance to it. How important is it to you in a 
relationship?
61) Why do you think it is of this level of importance to you?
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62) Has a partner ever been sexually unfaithful to you in the past? (If not, proceed 
to question 67)
63) Could you say something about the circumstances in which this happened?
64) Would you say there are any similarities between that / those experiences and 
the experience we have been talking about? (please give examples)
65) Would you say there are any differences? (please give examples)
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66) Would you say this previous experience has influenced how you feel or felt 
about your most recent experience of a partner’s infidelity?
67) During the time that you have been with your current partner, have you had a 
sexual relationship with anyone else? (If not, proceed to question 71)
68) Could you say something about the circumstances in which this happened?
69) How did you feel when you were engaging in this other relationship, for 
example, did you feel guilty, excited, uncertain, happy....?
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70) What factors would you say contributed to your decision to have a relationship 
with someone else?
71) Have you ever had a sexual relationship with someone other than your partner 
while you were in a previous relationship? ((If not, proceed to question 75)
72) Could you say something about the circumstances in which this happened?
73) What factors would you say influenced your decision to have a relationship 
with someone else?
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74) How did you feel when you were engaging in this relationship with someone 
other than your partner, for example, did you feel guilty, excited, uncertain, 
happy....?
75) (If you answered ‘yes’ to question 67 or 71) Would you say your experience 
of your own infidelity has influenced how you feel or felt about your partner’s 
infidelity or does it feel as if there is no connection between the two events?
76) Have you ever contemplated leaving your current relationship or has this not 
been an option you have considered? (If you have never considered leaving, 
proceed to question 81)
77) What factors did you consider while you were deciding to stay or leave?
78) Were there any factors which made this decision easier or more difficult to 
make?
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79) (If you have children) Have your children been a factor in your decision as to
whether to stay with your partner or have you considered them to be a separate 
issue?
80) (If you found yourself blaming someone for your partner’s infidelity, such 
as your partner/ the other man / yourself) Do you feel that blaming that 
person (or those people) influenced your decision at all or do you consider that 
to be a separate issue?
81) (If you have not considered leaving your relationship) What are the factors 
which make you want to remain in the relationship?
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82) (If you had to some extent blamed yourself for your partner’s infidelity)
Do you plan to / have you changed your behaviour in the relationship in any 
ways? (Please give examples)
83) (If you had to some extent blamed your partner ) Has your partner agreed / 
did your partner agree to make any changes to her behaviour in the 
relationship? (Please give examples)
(If you answered ‘no’ to questions 82 and 83, proceed to question 89
84) (If current-) How do you hope the changes you / she / you both are planning 
to make will change the quality of your relationship?
85) (If in the past ) Have you / she successfully maintained the changes you hoped 
to make? (If yes, proceed to question 88)
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86) (If you answered ‘no’ to question 85) What do you think has stopped you / 
her from carrying out the changes?
87) (If you answered yes’ to question 85) In what ways do you feel these 
changes have altered the quality of your relationship?
88) In general, how happy would you say you currently are in your relationship 
with your partner / wife?
89) Would you say this is more, less or the same as in the past?
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90) (If applicable) In general, what factors would you say have contributed to 
your increased / decreased happiness?
91) Do you think you are likely to consider leaving the relationship in the future or 
is this not an option you are likely to consider?
Now proceed to SECTION 6
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SECTION 4 - To be completed if you are no longer in the relationship in which 
the infidelity took place
92) How long ago is it since the relationship with your unfaithful partner ended?
93) How long were you in the relationship in which your partner was unfaithful?
94) How long had you been together when you found out she that had been / was 
having a relationship with someone else?
95) Would you say that the relationship changed at all as a result of your partner/’s 
infidelity or did things seem to remain the same? (If things seemed to remain 
the same, proceed to question 98)
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96) What kinds of changes took place?
97) Would you say there were any other factors which may also have contributed 
to this change / these changes or do you feel it / they all occurred as a result of 
your partner’s infidelity?
98) (To be answered if no changes occurred as a result of the infidelity) Why
do you think that your partner’s infidelity did not change the relationship in any 
way?
99) How would you describe the quality of the relationship in general, for example, 
would you say you got on well, did you argue...?
100) Would you say this changed at all over the time you were together or did it 
tend to remain the same? (If it has tended to remain the same, proceed to 
question 103)
101) In what ways did the quality of the relationship change?
102) What factors would you say contributed to this / these change(s)?
103) Do you feel there was equality in that relationship or do you consider that 
either you or your wife / partner was more dominant?
104) In what ways?
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105) How satisfied did you feel with that situation?
106) Was there any change in the level of equality over time or did it tend to remain 
the same? (If it tended to remain the same, proceed to question 108)
107) What factors do you feel contributed to this change?
108) Who made most of the decisions in the relationship? (Please give examples)
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109) Was this always the case or did the situation change over time? (If it was 
always the case, proceed to question 111)
110) Could you say something about why you feel this changed?
I l l )  How much importance would you say you attached to your role as a husband / 
partner / father at that time?
112) Can you say something about what you felt that role entailed?
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113) Did the level of importance you attached to your role as a partner / husband / 
father change over the time you were in that relationship or did it remain the 
same? (If it remained the same, proceed to question 115)
114) What would you say led to this change / these changes?
115) (If applicable) How much importance would you say you attached to your 
career / job at that time?
116) (If applicable)Why do you think it was of this level of importance to you?
117) Could you say something about the nature of your ex-partner’s / ex-wife’s 
infidelity, for example, did it happen on a one-off occasion, did it continue over 
a period of time, is she still with that partner now?
118) (If it is not ongoing) How long ago did this occur?
119) Did your partner’s infidelity always occur with the same partner or was there 
more than one partner involved?
120) What made you suspect your partner’s infidelity?
121) How did you feel when you started to suspect / found out?
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122) What factors do you think contributed to you feeling that way?
123) (If you experienced negative feelings) Was there anything that helped you 
cope with the situation / how you were feeling?
124) Did you find your relationships with any friends or relatives were helpful to you 
during that time or did you prefer to cope on your own? (If you preferred to 
cope on your own, proceed to question 129
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125) In what ways were they helpful, for example, did they provide emotional 
support, did they help you in practical ways, did they give you advice, were 
they good company... ?
126) Did you find it helpful to gain emotional support from your partner or was this 
not something you found useful or possible?
127) (If you found gaining emotional support from your partner helpful) In
what ways was this helpful?
128) (If you did not find gaining emotional support from your partner helpful)
For what reasons did you not find this helpful?
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129) (If yxm experienced negative emotions as a result of the infidelity) Some 
people find it helpfiil to focus on a hobby / interest or on their work during 
difficult times whereas others find it difficult to focus on such things when they 
are distressed. Some people simply do not find this helpful. Would you say 
any of these situations applies to you?
130) Sometimes men experience changes in the way they view themselves on finding 
out that their wife / partner has had a relationship with someone else (for 
example, a reduction in self-esteem), others feel their partner’s behaviour is no 
reflection on them. To what extent, if any, would you say there was a change 
in the way you saw yourself?
131) (If there was a change in the way you saw yourself) What factors do you 
feel contributed to that change?
132) (If you broached the situation of the infidelity with your partner)How did
your partner / wife react when you broached the situation of the fidelity with 
her? (For example, did she deny it, did she seem angry, did she apologise...?)
133) Did she give you any explanation?
134) (If she did give you an explanation) How did you feel about this explanation?
135) Some men whose wives / partners have been unfaithful blame their partners for 
what has happened, others blame themselves, whereas others blame the man 
with whom their wife / partner was unfaithful. At the time of the infidelity, did 
you find yourself blaming anyone for the situation? (If not, proceed to question
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136) What aspects of his / her / your behaviour did you perceive as having given 
you cause for blame?
137) Did you think of any other reasons why the infidelity was taking / took place?
138) Did your views on this change over time?
139) What factors do you think have affected your views?
140) In what ways did they affect them?
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141) Some people regard fidelity as a very important aspect of relationships whereas 
others attach less importance to it. How important is it to you in a 
relationship?
142) Why do you think it is of this level of importance to you?
143) Before this relationship, had any partner ever been sexually unfaithful to you? 
(If not, proceed to question 148)
144) Could you say something about the circumstances in which this happened?
145) Would you say there were any similarities between that / those experiences and 
the experience you have been referring to? (please give examples)
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146) Would you say there were any differences? (please give examples)
147) Would you say this previous experience influenced how you felt about your 
more recent partner’s infidelity?
148) Have you ever been sexually unfaithful to any partner? (If not, proceed to 
question 153)
149) Could you say something about the circumstances in which this happened?
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150) What factors would you say influenced your decision to have a relationship 
with someone else?
151) How did you feel at the time when you were engaging in this other relationship 
for example, did you feel guilty, excited, happy, uncertain....?)
152) Would you say your experience of your own infidelity influenced how you felt 
about your more recent partner’s infidelity or did it feel as if there was no 
connection between the two events?
153) How long had you been in the relationship when you made the decision to 
separate from your unfaithful partner / wife?
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154) How long after that was it that you actually left?
155) (If you did not leave straight away-) What were your reasons for waiting 
before separating having already made the decision?
156) Did you, your wife / partner, or both of you leave the home in which you had 
been living?
157) Could you say something about how you made the decision to leave / separate 
from your partner, for example, what factors did you consider while making 
this decision?
What do you feel were the main reasons you decided to leave?
How easy or difficult did you find this decision to make?
How did you feel while you were making it?
Were there any factors which made this time easier or more difficult?
284
161) (If you found yourself blaming someone for your partner’s infidelity, such
as your partner / the other man / yourself) Did the degree to which you 
blamed yourself / your partner / the third party influence your decision or was 
this not an aspect you considered?
162) (If you have children-) Were your children a factor in your decision as to 
whether to stay with your partner / wife or did you consider them to be a 
separate issue?
163) Before making a decision to leave, some people go through a period of trying 
to improve or make changes in the relationship. Others do not feel this would 
help and make the decision more instantaneously. Do you feel there was a 
stage in your relationship in which either you or your partner tried to make 
changes? (If not, proceed to question 170)
164) (If you had to some extent blamed yourself for your partner’s infidelity)
To what extent, if any, did you try to change your behaviour in the 
relationship? (please give examples)
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165) (If you had to some extent blamed your partner) To what extent if any did
your partner try to make any changes to her behaviour in the relationship? 
(please give examples)
166) How did you hope the changes you / she / you both planned to make would 
change the quality of your relationship?
167) To what extent did you / she successfully maintain the changes you hoped to 
make? (If successfully maintained the changes proceed to question 168)
168) What do you think stopped you / her from carrying out the changes?
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169) (If the planned changes have to some extent been maintained) In what 
ways, if any, do you feel these changes altered the quality of your relationship?
170) What aspects about leaving the relationship / separating, if any, did you find 
difficult?
171) Were there any factors which made leaving easier?
172) Were there any factors which made it more difficult?
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173) How were you feeling at the time of the separation?
174) If you were experiencing any negative emotions or difficulties at the time)
What strategies, if any, did you employ to help you cope, for example, did you 
talk to a friend / relative, did you have some means of relaxation, did you 
organise activities to take your mind off the situation... ?
175) How do you feel now compared to when you first left / separated?
176) (If there has been a change in how you have felt since the separation)
What do you think has brought about this change?
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SECTION 5: To be completed if you are in a new relationship:
177) Do you think that the experience of your partner’s infidelity that you have 
described has had any effect on how you view relationships? (If not, proceed 
to question 179)
178) What effects do you think it has had?
179) Would you say there are any differences between the relationship you are now 
in and the one you have been referring to?
180) Are there any similarities?
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181) Some people who have had experiences such as yours try to behave differently 
or make changes when they start new relationships in order to avoid previous 
situations occurring again. Others feel no need to do so. Would you say either 
of these situations apply to you?
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SECTION 6: To be answered by all participants:
182) In order to help you deal with the difficulties caused by your (ex) partner’s 
infidelity, have you received any kind of formal counselling or therapy, either 
on your own or with your partner? (If not, proceed to SECTION 7)
183) What were your reasons for entering therapy and what did you hope to achieve 
from it?
184) How did you go about finding a therapist?
185) Did the therapist belong to any particular organisation (e.g. The British 
Psychological Society, The British Association for Counselling etc.)? If so, 
which?
186) For how long did you see the therapist?
187) How often did you see them?
188) Did you find the therapy helpful? (If not, proceed to question 190)
189) What was it about it that you found helpful?
190) Is there anything the therapist could have done to have made the therapy 
helpful? (please give examples)
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191) Do you feel yours aims for therapy were achieved?
192) (If your aims were achieved) Do you think this was due to the therapy or was 
it because of other factors? (please give examples)
SECTION 7: To be answered if you have not had any therapy to help you deal 
with difficulties associated with the infidelity:
193) Did you ever think of seeking therapy to help you deal with your relationship 
difficulties? (If not, proceed to question 196)
194) What made you consider therapy?
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196) Why, in the end did you decide not to?
197) (If you never considered seeking therapy) Is that because you felt you were 
coping OK, was it because there is something about therapy you are wary 
about or is there some other reason?
APPENDIX 6 - NOTES FOR CONTRIBUTORS TO JOURNAL
journal o f  Community & Applied Social 
Psychology
NOTES FOR CONTRIBUTORS
1. Subm ission of M anuscrip ts
MenusaiDts snouid b# tubmmed to one of the Editors as follows;
Editors:
Jim Ortord. Professor at Cinkaf and Community Psychology. School of Psychoeogy. University of 8 inning ham, Edghaston, 
BIS 2TT.
Ueottrey Stephenson. Professor of Social Psychology, Department of Psychofogy, University of Kent at Canteroury. Kent 
CT2 7LZ. U.K.
Only ofKjinai papers in the Enqtish language will be accepted. Cooynqht in ouûfished paoers will be vested in the publisher. The 
copyright m ua be exof tody transferred from the author to enable the pudkher to ensure maximum dissémination of the author's 
work, A copy of the Cooynqht Transfer Agreement is reproduced in each vwume. Additional cooes ana available from the Journal 
eoitors or from the puoitaner or conmbutors may photocopy the agreement from trw foumal. A copy of ifu* agreement, signed by the 
author, must accompany every article submitted for pubticaoon.
Manuscnpts should be typed double spaced with wide margins, on one side of the paper only, and submitted in 3 cooiea. 
Manuscripts should normally not exceed 7,000 words m length. The Joornti of Community <S Aoolied Sotuat Pryehotaer 
v tm a tm  a  Txina ' rrrvwwmg system, a h  imamuoon about authorsrvio must therefore, be confined to the tide page, which will be 
removed before the paper ts eerrt to tevwwen. The title of the paper should be repeated at the too of the first page of text, tn order 
to enable the publisher to do everything to ensure promot oublicaoon. me full postai aodress should be given lor the author who 
wid check proofs, along with telephone, telex and telefax numbers where poœbie.
2. Title Page
The title should be brief, typed on a sew rste sheet, and the author's full name should be typed on the line below the title, 
the affiliation and address should follow on tiw next line; in the case of co*autnots affiliations and addressee should be 
ctesny indicated. A snort running title of not more than 40 characters should be macao at the foot of the page and identified. 
Correspondence and proofs will be sent to the first-named author union n rtw w w
3. A bstract and Key Word*
The body of the manuscript should be preceded by an abstract (200 words! which should be a summary of the enure paper and not 
of the conduirons omv.
Berow the abstract provide, and identify *  such. 3-10 Key Words that wtM team  in cross-indexing.
4. Text
T h e  paoer s h o u l d  be reeeonably subdivided into sections end. if necessary, subjections. Figures, tables and footnotes should 
be supplied on sepwste sheets grouped at the end of the manuscnpL The* location in the text m utt be indicated in the
MamemrocaT symbol* m aybe either handwritten or typewritten. Greek letters and unusual svmbott should be identified 
separately in the margin. Distinction should be made between caoksf and lowercase letters; between the letter 0  and Zero, 
between the letter I and the number one and pnme: between K and Kaope.
Computer program* should be given on an ongmef pnm-out wtikh should be dear and sharp.
5. Refs  _
Referencee to published work must be tn uniform style m the text and footnotes: the Harvard System (name, date) m the text 
and m  alphabetical fist at the end of the menuscript thus:
Xafk*. C. and Psnrod. S. (1385) ‘Reinstatement of comexi in a field experiment on «ywwmwee identification'. Journal of
Obome. D. J. (IMS) Cdnwears af Went: A S^fmviotnt AflpreecA, Wiley. CNchester.
(NB Journal Wee must nos be abbreviated),
F» mete than one work by the same author in the same year, identify each castion thus; (Smith. 1370a), (Smith. 1970b), esc.
S. Tables :;
Table* should be coneecutiyefy numbered and tided. All table column* should have an esphnetory heeding. Redundancy in 
data preeematien should be avoided when possible.
7. Flgufe* ' _____Ur* nmwmg* xhowki un m avpemw meet *1 me seme sue e* me mtenoea pnraea version (*o no entergementor
reduction »  retmired), mexanum wkith 128 nun. lettering on the artwork should be set m 8e< type. Computsr-gensrsiad ertwcnt 
mutt be submmed a* laser printed output a< a reeolution 600 dots per inch on high gueliiy paper. Dot metnx primer output 
i«unaccapta0te .T m  are to be avoided; hatching should be used insteed. Drawn artwork should be cerefutty lettered and «aw n
in black We Provide copiee as well as the originals. . . . . .  ,
Black and wni» photograofw shoukl be supplied as sharp, gtowy Mack and whiw print* (not phoeocopwe «  previously prmted 
matenal). Laser output photographe are to be avoided. Both drawings and photographs should be cleariyidsnufied on the beck
with the figure number and the author s name.   '
Figura* snouid be numoered coneecutivety in arabic numeralSL Figure legends should be typed on a separate sheet and pieced at 
t l » ^  m *  T l w  el W w m o * t w  —  <«r  «  P O - 4 À *  b y  k  w  U w
** % % lL o f f p r in t* o f  each oap*rwidbeprmhdedfreeofcharge.AdditiorWmpWm#y be purchased on an offprint order form
which will be sent to authors with the proofs.
* hermTauthor's rasponsibriity to obtain and supply with rhe manuscript wrmsn permwsion to quote material from copyrighted
No manuscript or figures will be returned fokowmp nubllcarion unless a request for return is made when the manuscript *  
onomatlv xunmmmd
C O PY IN G  O F  ARTICLES
The cod* and the cooyiigM notice appearing at the ocnomol the f ttt pegs of an artkle in thdjownal indicates the copyright ow ners
consent that copws of the a r t id e  may be mad* for personal or internal use. or for the psssonaf or ««m al use of specdic crieras, on me 
condition that the comer pay lor copyright beyond that petmmad by Sacnone 107 or 108 of the V S. Cooyngt* Law. The qm-cc^r ^mssm sa Ê E sa se B se ::
resale. Such permission requests, or otrw  moueies, should be addreeeed to the pubfittier.
Alt Rights Reserved. No part of this publication htay be reproduced, stored in a retrieval system, or trsnemroed, in any farm or by 
London W11* 9ME. U.K  ^without the pemwswn si wiring of the Publisher.
UNIVERSITY OF SURREY LIBRARY
